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TTENTION was first called to this con- 
dition in 1881 by Roberts (1) who re- 
ported three cases in which the urine at 

the time of examination was conspicuous for 
its foetid odor, opalescence, and the large number 
of micro-organisms found microscopically in a 
fresh specimen, and which at the time of ex- 
amination or prior thereto had suffered from 
slight subjective urinary symptoms. In 1886 
Schottelius and Reinhold (2) reported additional 
cases and in their discussion of the same drew 
a clear distinction between this and other urinary 
conditions. Ultzmann (3) in 1888, from an 
analysis of the conditions found in the urine, in- 
ferred that there was no inflammatory reaction 
on the part of the urinary mucous membranes. 
This inference was proven correct by the first 
reported autopsy published by Steinbeck (4). 
Ultzmann suggested as etiological factors the use 
of instruments introducing infection within, or 
an old focal lesion such as chronic prostatitis, 
and Reinberg (5) in 1891 advanced the hypoth- 
esis that this condition was part of a general 
infection. Melchior (6) observed a case during 
convalescence from pneumonia, the patient hav- 
ing previously suffered from bladder symptoms. 
The earliest comprehensive monograph was 
written by Krogius (7) in 1894, who reviewed 
the literature and case reports critically, evolved 
an excellent definition,! discussed the etiology 
and particularly the condition of the urine, 
called attention to the frequent presence of 


1 Defined as a condition characterized by an abundant growth of bac- 
teria in freshly voided urine with absence of urinary symptoms and 
without evidence of any imflammatory process in the urinary channels. 


albumin in his cases, attributing the growth of 
the bacteria to the presence of the same. In 
1896 the subject was given a place in the general 
works on urinary diseases by Rovsing (8) who 
devoted an entire chapter to the matter. Since 
that time several important monographs have 
been published, notably by Barlow (9), Korn- 
field (10), Weisz (11), and Cnopff (12). Excel- 
lent bibliographies are to be found in Kornfield’s 
(loc. cit.), Barlow’s (loc. cit.), and Albeck’s (13) 
works. Excellent case reports are given by 
Fekeli (14), Rosenheim (15), Jehl (16), Monie 
(17), Predohl (18), Ross (19), Reymond (20), 
Goldberg (21), Wolff (22), Goldenburg, H. (23), 
Hogge (24), Bonn (25), Warburg (26), Peyer 
(27), Aureille and Renaud (28), Saterlee (29), 
Raskai (30), LaRoque (31), Pollock (32), Win- 
grave (33), Goldenberg (34), Pedersen (35), Park- 
inson (36), Smith (37), Williams (38), and many 
others, of whose reports some will be included 
in the following discussion as illustrating par- 
ticular phases of bacilluria. 

Standing at the threshold of pathological ac- 
tivity the study of bacterurias is inseparably 
bound up with the study of immunity. Al- 
though our knowledge of immunity is far from 
adequate, recent additions to the literature have 
done much to increase our understanding of such 
conditions as are met with in bacterurias. These 
advances have been made for the most part in 
the field of acute infectious diseases, which field 
also offers examples of bacteruria; e.g., typhoid 
bacilluria, in which the entrance of the bacteria 
into the urine from the blood stream involves 


349 














35° 


the renal epithelium alone. In discussing this 
type of bacterurias one is limited to the discus- 
sion of blood-borne infection and thus the un- 
certainity concerning the route by which the 
invader reaches the kidney can be avoided, as 
well as the long discussion pertaining thereto. 
A study of this group of bacterurias will therefore 
afford better ground for the understanding of 
blood-borne (hematogenous) infection and will 
also lend itself better to the study of the im- 
munity factors involved. For this reason brief 
reference will be given to that type of bacterurias 
which arise during the course of a bacteremia in 
one of the acute infectious diseases. Because of 
the relative insignificance of the urinary condi- 
tion and the importance of other manifestations 
of these infections, the study of their bacterurias 
has been given over to the field of internal 
medicine, and those bacterurias in which the 
urinary condition is paramount have been left 
to urology. The last group will be studied more 
extensively. 

Pure bacteremias are rare, the great majority 
being associated with one or more predominate 
focal lesions, either primary (lung in pneumonias) 
or secondary (metastatic as streptococcal rheu- 
matic periarthritis), which give to a disease its 
distinctive clinical characteristics. Occasionally 
an infection is so overwhelming that death ensues 
before these focal symptoms can make them- 
selves manifest in anywhere near the usual de- 
gree. Regardless of the type of invader there is 
a marked uniformity in the symptomatology of 
this class of cases. Much more common are 
instances of infection that manifest themselves 
only at the primary lesion (Koch-Weeks’ bacil- 
lus) or in which the only clinical, and oftentimes 
the only detectable, pathological feature is to be 
found in the secondary focus (streptococcic 
rheumatic infection). It would seem, therefore, 
a hopeless task to correlate the diversified mani- 
festation of diseases of bacterial origin, but even 
where one encounters two organisms that differ 
widely in pathogenic properties there is very often 
a third which bears a very close resemblance in 
cultural, morphological, and biological char- 
acteristics to the one and to the other an equally 
close resemblance in the lesions it produces or in 
other characteristics peculiar to bacteria. Thus 
there is a wide discrepancy between the pneu- 
mococcus and the Koch-Week’s bacillus but the 
latter is closely related to the influenza germ 
in cultural and biological and other properties, 
while the influenza bacillus often causes a pneu- 
monia that closely resembles that caused by 
Fraenkel’s organism (pneumoccocus). As we 
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extend our bacteriological knowledge instances of 
such parallelisms and repetitions multiply (com- 
pare Mendeleff or “‘ Periodic Law in Chemistry ”’). 
Thus in nearly all the groups (streptococcus, 
anthrax, plague, influenza, pleuropneumonia of 
filterable viruses in cattle; hereditary syphilis 
among the spirochetes; glanders, meningococcus 
and typhoid) there are examples of a general 
infection with pneumonia. Taking the strepto- 
coccus group as a type the anthrax, plague, etc., 
lung infections run a close parallel especially 
when, as in the case of the pneumococcus, the 
primary infection is in the lung. A primary 
infection at this site always results in the most 
severe type of infection. In the other groups the 
primary focus is generally elsewhere and the 
lung manifestations less typical (lobular). In- 
stances of general infection among groups hereto- 
fore not affording any such examples are increas- 
ing. The corynebacterium (of which bacillus 
diphtheriz is an example) has long been cited as 
an example of a micro-organism that remains 
strictly local, its remote effects being due to tox- 
ines, but Bunting (39) has shown that a coryne- 
bacterium is probably the cause of Hodgkin’s 
disease, and is recoverable from the glands, soeven 
this group invades the circulatory fluids, at least 
the lymphatic portion. Thus the phenomena 
found in one infectious disease can often be corre- 
lated with the phenomena found in another by 
comparison with a third of which the exciting 
agent resembles both exciting agents of the first 
and second. In this way where direct evidence is 
wanting in any one infection, it can be adduced 
from observations on other infections brought 
into relation in this manner. This applies 
especially to such studies as immunity. In 
general this procedure greatly broadens one’s 
conception of the phenomena found in infectious 
diseases. From this viewpoint, inasmuch as 
certain members of the typhoid-colon group 
give rise to bacteremias that in turn give rise 
to bacterurias, one may look for the same train 
of events in other groups (streptococcus, bac- 
teremias with bacterurias, etc.). One need not 
necessarily expect to find them, for this sequence 
may be due to peculiarities of members of the 
typhoid group that gives the typhoid organism 
its individuality. At any event this sequence 
found in the typhoid group will find parallelisms 
in other groups more or less complete. Thus 
direct evidence and evidence by exclusion will 
be at hand that will determine the factors nec- 
essary for this interesting condition. 

Bacteria are recoverable from the urine during 
the course of bactereemias in such a vast number 
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of cases as to give rise to the belief that the urine 
is quite universally invaded in this condition 
(40). Positive results are reported in pneumococ- 
cus (at height of fever) (41), in streptococcus 
(42), (43), in Malta fever (at fifteenth day) (44), 
in plague (45), in anthrax (46), (47), in typhoid 
(48), (49), in infections with bacillus proteus 
(50), in paratyphoid infections (51), in spirilla 
of relapsing fever (52), in cholera (53), and even 
the filterable viruses, as shown by infectivity, 
are found in the urine of scarlatina and varicella 
patients (54). Bacteria are even found in the 
urine in acute infectious processes that are 
ordinarily well localized in contradistinction to 
the bacteremias. Cnopff (12) observed cases of 
staphylococcus late in the course of acute anginas, 
and the Klebs-Loeffler bacillus has been recovered 
from the urine in cases of diphtheria (56). In 
pyemias positive findings are common, but in 
this condition we are sure to find one or more foci 
that are pouring pathological débris other than 
bacteria into the blood stream favoring the 
formation of infarcts and emboli which can 
inflict local damage independent of the infective 
agent. 

Notwithstanding the frequency and wide 
range of types, clinically bacterurias in the course 
of bacterzemias are practically limited to mem- 
bers of the coli-typhoid group. “So in the bac- 
teremias commonly met with outside the 
general infections, those caused by the bacteria 
common to the skin and mucous membranes, a 
member of the same group, bacillus coli pre- 
dominates, and among the chance infections are 
found in like proportions other members of this 
group, bacillus proteus, bacillus lactis aerogenes. 
A striking parallel is observed in comparing 
typhoid with other enteric infections that have 
ulcerative lesions also (follicular enteritis), and 
in which the bacillus coli plays an important 
réle (57), (58). Here Trumpf (59) found bacillus 
coli in the urine in fourteen out of seventeen 
consecutive cases in children. He notes the 
similarity between this condition of the urine 
and that observed in typhoid. 

There is a wide range in types of infections 
that are brought to the urine in the course of the 
general infections (especially the essential fevers) 
without producing a bacteruria; there is also a 
wide range in the virulence of the members of 
the typhoid group that are found in this con- 
dition. It would therefore seem as if this group 
was peculiarly adapted to this locality, in other 
words that the urine afforded a suitable habitat 
for this and not for other groups. If this be 
true, members of this group can be grown in 


sterile urine. This has been accomplished with 
bacillus typhoid (Connell Joc. cit.) and bacillus 
coli (Brenan, (60). Both observers found a low 
degree of acidity, especially as regards organic 
acid content (Connell, Joc. cit.), essential for 
growth. Connell (loc. cit) found that albumin, 
contrary to the views of Krogius (loc. cit.), was 
not essential. Ordinarily only a limited number 
of types can thrive on a media whose nitrogen 
content is limited to amino-acids of so low an 
order as are the urinary nitrogenous compounds. 
This fact explains why the urine infected in so 
many instances fails to develop a bacteruria. 
Acidity is the rule in the typho-colon group; 
bacillus proteus is always found in alkaline 
urine and the staphylococcus and streptococcus 
in amphoteric or feebly alkaline urine. 

The contention that the conditions in the urine 
are suitable for propagation of the typhoid and 
allied germs is supported by the findings in the 
biliary fluids, the latter being so much more suit- 
able for the growth of bacillus typhoid that bile 
media has been suggested as a means for isolating 
that organism (Conradi, Foerster). 

The pathogenicity of these urinary invaders 
has been well established (Mellin 61). Sheele 
(62) cites a case of a servant who drank the 
bacilluric urine of his master, convalescent from 
typhoid, and was himself infected. Between 
blood and urinary forms there is apparently no 
difference (64). Tinctoral, cultural, and biologi- 
cal reactions are identical and serological tests 
confirm the identity. Serological tests are 
scarcely refined enough to detect fine distinctions 
in type except with most careful technique, as 
shown by Kohlmer in his studies of streptococcus 
and diphtheria types (63). Recently Patrick 
(loc. cit.) has shown atypical forms in bacilluric 
urine of enteric fever, so our views on the fixity 
and identity of types may need revision. How- 
ever, there is no question as to the existence of 
virulent (bacillus coli, bacillus typhoid) forms 
and practically avirulent (bacillus coli, bacillus 
lactis aerogenes) forms, forms that in virulence 
resemble the sarcine sometimes found flourishing 
in fresh urine. The remarkable feature of it all 
is that in spite of such wide variation in virulence 
and pathogenicity there is great uniformity in the 
urinary condition without local tissue reaction 
(pyuria). 

Before this feature is discussed it will be well 
to determine what part the renal epithelium plays 
in the transfer of bacteria from blood to urine. 
The frequency with which bacteria have been 
found in the urine has led to the belief that the 
passage through the epithelium is a simple 
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matter in which the rdéle of the epithelium is but 
passive (Elliot, Joc. cit., La Roque, loc. cit.). 
Inasmuch as bacilluria is met with in but 24 per 
cent of typhoid cases (Connell) it is apparent 
that this condition must be associated with ac- 
tive factors which are able to limit its frequency. 
This conception of the part played by the kidney 
has its origin largely in a statement of Conheim 
(64) concerning the ability of the kidney to elim- 
inate bacteria, and is supported by no little ex- 
perimental evidence (Phillipowicz, Joc. cit., 
Damtsch, Joc. cit., Finkelstein and Prior, loc. cit., 
Krausz and Biedel (65) and others). Bacteria 
injected into the blood were recoverable in the 
urine (oftentimes looked for post-mortem only) 
without evidences of albuminuria or macroscopic 
evidence of kidney lesions in the few post-mortem 
observations recorded. If this contention be 
correct bacteria of low virulence ought to be 
found in the urine after intravenous injection. 
Wossokowitsch (66) compared the incidence of 
bacteria in the urine after intravenous injection 
of organisms of negligible and organisms of high 
virulence respectively. In no instance was he 
able to obtain any of the former in spite of mas- 
sive doses, but his findings were almost univer- 
sally positive when virulent cultures were used. 
Signs of renal damage were frequently encoun- 
tered both in the urine and post-mortem. Wos- 
sokowitsch gives a very critical review of the 
results obtained by others with a detail that is 
essential in comparing results in which there is so 
wide a variation in technique. 
are that passage of bacteria through the kidney is 
only possible in the presence of renal (focal or 
other) lesion. 

Some corroborative evidence can be obtained 
from autopsy records in typhoid. Bouchard 
(67) in nine consecutive autopsies found in all 
lesions common in the nephritides of acute in- 
fections and within these lesions bacteria which 
he did not identify. Konjajeff (68) found uni- 
formly focal lesions (lymphomata consisting of 
round and endotheliod cells) containing typhoid 
bacilli, structures similar to ‘“‘rose-spots.” He 
concluded that these lesions were the essential 
starting points for bacterurias. It is an in- 
teresting coincidence that bacilluria appears at 
the time or subsequent to the appearance of 
“rose-spots” and is said to be more frequent in 
cases with severe eruption. 

Attempts have been made to adduce additional 
evidence from clinical observations on the urine 
(Connell, loc. cit., Jacobi, 69), and as a matter of 
fact at some stage there is to be found albumin, 
casts, or blood in the great majority of cases but 


His conclusions - 
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there are always a few in which these findings 
are persistently absent. Marchildon (70) cites 
two cases in which there was found post-mortem a 
typhoid spermatocystitis, an example of focal 
lesion in which evidence of renal lesion need not 
appear. While therefore no indisputable con- 
clusions can be drawn, the evidence is largely in 
favor of the contention of Wossokowitsch, and 
one must be prepared to look for these lesions 
or their clinical evidences in hematogenous 
urinary infections in general as well as in the 
acute infectious diseases. 

Attention was called to the fact that bacteria 
found in bacterurias varied widely in pathogen- 
icity and yet notwithstanding the conditions in 
the urinary tract were remarkedly uniform. It 
is not uncommon to find virulent forms on mu- 
cous surfaces without evidence of inflammation, 
e.g., diphtheria carriers, but this occurs in in- 
dividuals naturally immune or in convalescence, 
when there exists an acquired immunity. In 
typhoid this relation between pathogen and 
mucous surface is established long before con- 
valescence (immunity) while the disease is still 
active. 

There are good reasons why such a condition 
should exist. The urinary membranes are 
known to offer unusual resistance to invasion of 
pathogens (Rovsing, Joc. cit., Finkelstein, 7). 
The part played by mucous membranes indepen- 
dent of vascular reaction in controlling infection 
has been interestingly shown by Hoffman (72). 
An infection on such a surface tends to spread 
laterally in all directions as long as the epithelial 
structure or subjacent lymphatics are homologous, 
but when there is a change in the same (pave- 
ment to columnar epithelium, richness to paucity 
in subjacent lymphoid tissue) the line marking 
such change also marks the limit at which the 
spread of the infection tends to be arrested. It will 
spread along the line before it will cross it. In- 
stances are seen especially at the mucocutaneous 
junctions and in the throat anginas which will 
cover the throat before they go down into the 
windpipe. As there is the same concentration of 
antibodies and the same degree of leucocytosis 
on both sides of the line there must be a factor 
of no little potency in the epithelial structures 
themselves that inhibits infections. This will ex- 
plain the failure of bacteria with limited virulence 
to produce a local reaction pus in the urinary 
membranes but for more virulent forms there must 
be additional factors. 

Typhoid bacilluria occur somewhat late in the 
course of the disease after the fourteenth day. 
This late occurrence is also reported in streptococ- 
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cus ulcerative endocarditis (Wossokowitch, Joc. 
cit.) and in Malta fever (Adami, fifteenth day, 
loc. cit.) and the same may generally be said of 
many other secondary foci. At this time there 
is evidence in the blood of immune _ bodies 
and so there is some additional reason for 
the control of the urinary infection.  Anti- 
bodies are known to limit the focal reaction 
of heat-killed organisms (Bredeska, 73). These 
relations are better studied in infections that 
extend over a longer time. There is accu- 
mulating evidence that what are regarded 
as clinical entities in infections are frequently 
only a stage in a process originating long 
before and continuing long after the phenom- 
ena, grouped as isolated, have given place to 
other phenomena, the connection between which 
has not yet been established. Thus Billings 
(74) and Rosenow (75) have shown that a number 
of diseases are secondary manifestations of a 
remote primary infection (especially streptococ- 
cal), an initial infection going through a triangle 
of events, (1) primary lesion, (2) invasion of 
circulatory fluids, (3) secondary or remote lesion, 
at wide intervals of time so as to conceal their 
relations. This interval offers abundant op- 
portunity for the alterations in the host (allergy) 
and in the parasite (transmutation, Rosenow) 
that profoundly influence the relations between 
host and parasite. 

Von Pirquet (76) has offered an interesting 
explanation of the influenence of allergy. He 
considers the natural course of a pathogen ca- 
pable of producing a general infection on penetrat- 
ing the body and setting up a disease process to 
be, as in the exanthemata, a general infection. 
A bacillamia in tuberculosis (miliary tuberculo- 
sis) is as logical an outcome of a tuberculous in- 
fection as a bacillamia is quite universally the 
outcome of a typhoid invasion. In the former 
there has previously been brought into contact 
with the tissues attenuated or subminimal doses 
because of the ubiquitous means (air and milk) 
for the carrying of this infection. In typhoid 
and the exanthemata contagion is disseminated 
only intercurrently, as by contact, sewer con- 
taminations, etc. These previous small doses 
serve to sensitize the patient so that when a dose 
is received sufficient to cause a disease the re- 
action produced is so prompt and augmented 
that the disease is checked and exists only as a 
local process. Should old age or debility ensue 
this allergy is lost and a general or terminal in- 
fection ensues. This condition makes itself 
known by a “reaction” which is established and 
runs its course with a celerity greatly increased 


over the normal and which attains dimensions 
that are greatly in excess of the normal for the 
size of the dose. Examples are seen in the 
ocular reaction of Calmette and von Pirquet’s 
percutaneous, or Moro’s cutaneous reaction in 
tuberculosis. Other examples are the well-known 
tuberculin and mallein tests, also serum ana- 
phylaxis. A peculiarity of this condition is that 
it becomes established only after a certain in- 
cubation period of about ten days. Typhoid 
bacillurias occur at a later period in this disease. 
Although it is difficult to determine a general 
sensibility analogous to the condition found in 
reactions to tuberculin, typhoid at this stage 
shows in both the conjunctiva (Chantemesse, 
77, Hamburger, 78), and the skin (Floyd and 
Barker, 79), allergic reactions similar to those 
found by Calmette and von Pirquet in tuber- 
culosis. It is fair to assume a similar condition 
in the urinary channels which provokes a height- 
ened reaction the moment there is any attempt at 
invasion. This limits the process before any 
manifestation of pyuria is perceptible. Thus the 
same condition that establishes a local condition 
and prevents a bacteremia maintains a bacil- 
luria instead of a pyuria. 

Studies in mutations have been made by a few 
observers, notably by Rosenow (80), who has 
been able to change a given strain of streptococ- 
cus into an entirely different strain and has pro- 
duced experimentally a number of dissimilar 
diseases of streptococcal or pneumococcal nature 
using derivatives of one parent culture prop- 
agated under a variety of conditions. More 
striking are the results obtained on two frogs kept 
at dissimilar body temperatures (possible in cold- 
blooded animals without heat-regulating mech- 
anism) and inoculated simultaneously from the 
same tube. ‘Two widely different types of disease 
were produced, a pneumococcal bacteremia and 
a streptococcal arthritis. These results demon- 
strate the possibility of marked mutations 
occurring in the limited time covering the course 
of an acute infectious disease and enable one to 
consider the possibility of mutations being a 
potent factor in determining some of the pe- 
culiarities of acute infections as well as allergy, 
both conditions being established as occurring in 
acute infections. Although the idea of mutations 
is directly opposed to the teachings of bacteriology 
the opposition is no better grounded than op- 
position to transmutations in mater which is 
now well established in connection with radio- 
activity; e.g., in the radium-thorium-barium 
group. It is also opposed to a vast amount of 
experimental evidence on the identity between 
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bacilluric and bacillamic forms, notably inocula- 
tion (accidental or experimental) tests. If 
Rosenow’s contention is correct, marked muta- 
tions can occur during the incubation and early 
stages of infection in the frog, and if similar 
mutations are possible in other infections con- 
clusions drawn from such tests must be modified. 
Patrick (loc. cit.) has shown that variations in 
type do occur in the course of enteric fever. In 
six out of seventeen cases he found atypical 
coli-typhoid forms, all strongly agglutinated by 
the patient’s serum, showing that these organisms 
must at some time have invaded the body. Six 
out of seven cases of typhoid in women gave a 
bacillus coli bacilluria. Whether there was a 
double infection in the former cases, as was un- 
doubtedly the condition in the bacillus coli 
cases, or whether these atypical forms were 
mutants is difficult to determine. 


SUMMARY 


The transmission of bacteria from blood to 
urine in the bacteremias is quite frequent, 
especially in the severer types of infection. 

This transmission in the bacterzemias and from 
analogy one may infer in hematogenous infec- 
tion in general is a process generally if not ex- 
clusively dependent upon damage to the renal 
epithelium and is usually accompanied by clinical 
evidence of the same at some stage of the disease. 
Focal lesions causing bacterurias may occur at 
other portions of the urinary tract. 

Bacteria so transmitted are infrequently prop- 
agated extensively and persistently enough to 
produce a condition known as bacteruria, except 
in the case of the coli-typhoid group which seems 
especially suited for this habitat. The striking 
feature of this condition is that the invading 
organisms, irrespective of their grade of virulence, 
and virulent organisms derived from others still 
active in producing disease, all provoke a uniform 
and much restricted condition. The reasons 
for this are perhaps multiple. Some are given: 

1. The urinary membranes offer a relatively 
marked resistance to pathogens sufficient to 
inhibit the growth of those of limited virulence. 

2. The more virulent forms are found in this 
condition only when an infection elsewhere has 
provoked an immunological response that may 
be active in limiting the urinary condition. 

3. Allergy is known to exist in a number of 
infections, including typhoid. In this condition 
any invasion of local tissues is met by an acceler- 
ated and augmented response which checks the 
invasion before any advanced condition (pyuria) 
is manifest. 
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4. While it is not possible to accept as an 
established fact that mutations do take place in 
these conditions this phenomenon will serve to 
explain many features difficult to understand in 
the coli-typhoid group. 

Among the bacterurias that properly belong 
to the genito-urinary field, i.e., those in which the 
chief disease manifestation is a urinary process, 
the typhoid-colon group also predominates. The 
combined statistics of Barlow (loc. cit.), Jean- 
beau (81), Elliot (Joc. cit.) and Albeck (82) in- 
clude 170 cases in which the following micro- 
organisms were found: bacillus coli, 70 per cent, 
streptococci, 15 per cent, staphylococci, 3 per 
cent, bacillus proteus, 1 per cent, miscellaneous, 
including sarcinae, 10 per cent. While the 
typhoid-colon group predominates the incidence 
of the pyococci is much greater than in the 
bacterzemias. The reason for this is that these 
micro-organisms are derived from the pathogens 
normally infesting skin and mucous surfaces and 
are able to adapt themselves to altered environ- 
ment, as has been clearly shown by Rosenow for 
streptococci. Although the flora on skin and 
mucous surfaces is extensive the pathogens that 
commonly show activity are limited. Those 
that are found in disease processes remote from 
their normal habitat are still fewer in number. 
Thus the lung alveoli remote from the normal 
habitat of naso-oral pathogens are rarely invaded 
by disease germs causing pneumonia from this 
habitat except the pneumococci. Staphylococci, 
streptococci, the gram-negative micrococcus 
catarrhalis, corynebacteria (xerosis), common in 
the mouth, are not found here in pneumonias. 
If to this list we add the bacillus coli group we 
include practically all the pathogens that are 
active in disease processes at or remote from their 
normal habitat. All these have been reported in 
bacterurias with the exception of the micro- 
coccus catarrhalis. Bacillus xerosis has been re- 
ported by Wingrave (oc. cit.) and bacillus lactis 
aerogenes by Leutsch (83) and Goldberg (loc. 
cit.). 

Another reason, one commonly given, for the 
frequency of bacillus coli is the number of inter- 
communicating channels between gut and urinary 
passages. A very formidable literature has ac- 
cumulated in the discussion of this subject, in 
fact so voluminous that the greater part of the 
discussion on urinary infections is taken up with 
a discussion on channels of infection. 

The older clinicians, notably the French, 
Halle, Albarran, etc., were convinced of the fre- 
quency of the hematogenous route. These 
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views were supported by the experiments of 
Posner (84), Posner and Cohn (85), Posner and 
Lewin (86), and by the critical clinical analysis 
of Rovsing (87). 

excellent bibliographies are to be found in the 
works of Schiedemandel (88) and Fromme (89) 
and others. The logical conclusion that these 
organisms could be recovered from the blood, 
was not substantiated. A few positive findings 
were reported by Czerny, Moser, Escherich, 
quoted by Cnopff (/oc. cit.), and Sittmann and 
Barlow (go) in the living, and by Welch, Marfan, 
Nanu, Mascaigne and Finkelstein, quoted by 
Cnopff (loc. cit.), in the dead (bacillus coli). Al- 
bumin is mentioned in case reports (Cnopff, 
Krogius, Rovsing, Pedersen, Saterlee, Joc. cit., 
Mellin, 9r) infrequently in contrast to the fre- 
quency of albumin in typhoid bacillurias. _Never- 
theless it has been repeatedly shown that bacteria 
are absorbed (subinfection) from the gut and 
throat. Arbeiter (92) has shown that substances 
absorbed by the intestinal lymphatics are rapidly 
borne to the blood stream. 

Definite conclusions can not be arrived at 
regarding the hematogenous route until more 
is known of the fate of these absorbed bacteria. 

The urogenous route has long been supported 
by the clinical and post-mortem observation that 
whenever any obstructive lesion is met with sus- 
taining more or less of an uninterrupted column 
of urine from below to the upper urinary pas- 
sages an ascending infection could almost in- 
variably be traced. This column rested on a 
urethral flora the common forms of which 
(Enreques, 93, Lustgarten and Mannaberg, 
94, Paltz, 95, Pfeiffer, 96, Hoffmeister, 97, 
Savor, 98) were shown to be infrequently met 
with in urinary infections. It was evident that 
the infection, if brought from without, was 
brought from the region of the rectum. In a 
few instances the entrance of the same could be 
traced to the use of instruments (Krogius, Joc. 
cit.), but a vast majority, particularly in women, 
gave no such history. It was shown, however, 
that colicystitis was much more common in 
women than in men and this was attributed to 
the lack of influence of the urethra because of its 
short length and proximity of the bladder to 
the rectum (Brown, 99), and to the predisposing 
influence of the trauma and congestion at 
menstruation and in childbearing. The fre- 
quency of this infection in infants was established 
(Buttermilch, 100, Baginsky, ror, Clopatt, 102, 
Escherich, 103, Finkelstein, 104, Mellin, loc. cit., 
Trumpf, Joc. cit., and others). A good bibliog- 


raphy is given by Smith (105), and with it the 
relative frequency in girl babies. This fact 
greatly diminished the importance of menstrua- 
tion but still emphasized the importance of sex 
and the short urethra. Mellin (/oc. cit.), however, 
found colicystitis as frequently in boys as in 
girls. Meanwhile a clearer conception of the 
relation between bowel bacillus coli and those 
found in the urine was established by these 
studies on children, in whom the relatively simple 
history gave less chance for doubt as to the mode 
of origin of the urinary infection. It was 
promptly established that this was the result of 
a preceding enteritis, especially follicular en- 
teritis (Escherich, loc. cit., Trumpf, Joc. cit., 
Friedenwald, 106, Smith, Joc. cit.), a condition 
favoring absorption by the circulatory fluids. 
Inasmuch as the blood proved sterile (Neisser, 
107) attention was directed to the work of Wreden 
(108) who was able to find oil particles and bac- 
terial forms in the urine after artificial stasis, 
especially in the presence of injury (denuded) to 
the rectal mucosa. ‘The extent of injury and the 
degree of stasis necessary were found to vary in 
the hands of other experimenters. Nevertheless 
the work of Wreden remained confirmed in the 
main by such observers as Falton (109), Marcus 
(110), and R. Kraus (111). The train of events 
is demonstrated in an exaggerated way by a case 
of Mellin’s (loc. cit.) in which the infection ab- 
sorbed from the rectum induced both an ischio- 
rectal abscess and a bacteruria. These observa- 
tions suggested a réle for gonorrhoea, especially 
in men, in preparing a passage way between 
rectum and bladder. (Schlifka, 112, Kornfield, 
loc. cit.) It remained for the anatomists, Cami- 
nitti (113), Gerota (114), Kumita (115), Sakata 
(116), Stahr (117), Walker (118), Zuckerandl 
(119), and others, to demonstrate a lymphatic 
route between the rectum and bladder. Recent- 
ly Francke (120) has demonstrated a lymphatic 
connection between the kidney and colon by way 
of the nephrocolic ligament, most constant on the 
right side. Repeating Posner and Lewin’s (loc. 
cil.) experiments he was able to demonstrate this 
by culture bacteria in the mesenteric lymphatics. 
He concluded, inasmuch as the right side is most 
frequently affected (Schiedemandel, Joc. cit.), 
that this lymphatic connection favored a right 
kidney infection. The fact that the ureteral 
urine is frequently sterile in bacilluric (Korn- ' 
field, loc. cit., Weisz, loc. cit., Barlow, loc. cit.) and 
in pyuric conditions (Opitz, Joc. cit.) argued 
against this route. Francke, however, injected 
cultures into the kidney pelvis and at stated 
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intervals cultured the bladder and pelvic urine 
independently. He found it possible to obtain 
sterile pelvic urine in cases where the bladder had 
become and remained infected. This occurrence 
he attributed to the fact that there was in the 
bladder a condition of stasis, as compared with 
the ureters which favored the persistence of the 
bladder infection and the removal of a pelvic 
infection. 

It is questionable whether the bladder urine 
re-enters the ureter in bacilluria as commonly 
as in pyuria. Instances of reversed peristalsis 
have been reported (Kuster, 121, Modinski, 122, 
Pozzi, 123) in cases where the ureter, has been 
accidently severed, and where the entire urine 
has passed out the severed ureter that from the 
opposite kidney coming from the distal end of 
the severed ureter and none from the urethra. 
Orth (124) holds that bacteria can make their 
own way into the ureters from the bladder. 
Reflux of urine during bladder contraction is 
limited to pathological conditions, inflammatory 
or neoplastic (Albarran, 125, Courtadeand Guyon, 
126, Lewin and Goldschmidt, 127, Sampson, 128, 
Warscheimer, 129. Albarran, (loc. cil.) also be- 
lieves that disordered contractions, such as 
occur in highly irritated (inflamed) bladders, 
can provoke reflux. Another but unusual method 
by which infection enters the urinary passages 
occurs when inflamed adnexa become adherent 
to the bladder and the infection passes directly 
through the bladder wall (Raymond, 130 
Kolischer, 131). 

[t will be seen that the matter of channels of 
infection is oftentimes obscure and complicated. 
Albarran (loc. cit.), Bazy (132), Israel (133), 
Sampson (loc. cit.), report cases infected primarily 
by the urogenous route in which there was 
superimposed a hematogenous infection. 

The question of channels is, however, more of 
academic than of practical value. Therapeutic 
effort must be directed either toward the sec- 
ondary, or better, toward the primary focus. 
The studies in children cited above demonstrated 
the relation of the urinary infection to some ante- 
cedent bowel disorder, especially follicular en- 
teritis. Recently this observation has grown in 
importance in dealing with adults. Williams 
(loc. cit.) treated a number of cases of bacilluria 
without reference to the urinary condition but 
solely by measures, such as laxatives, diet, lavage 
designed to correct the bowel disorder. There 
was nearly always a clearing up of the urine 
when the bowel condition became normal. 

Inasmuch as the appendix is one of the most 
frequent seats of local infection in the intestine 


it is to be expected that cases of bacilluria could 
be traced to this origin and such instances are 
reported by Thompson (134), Lancien (135), and 
Janet (136). 

Inasmuch as the object of the discussion is to 
portray the significance of bacteruria rather 
than its pathology, discussion of the additional 
pathological features will be limited to two ob- 
servations. One is the frequency of small 
quantities of pus-cellsin the urine, the significance 
of which has not always been explained. Raskai 
(loc. cit.) made an interesting observation of a 
case of bacteruria following a posterior gonor- 
rhoeal infection. A catheter was passed into the 
bladder and thorough lavage instituted, the blad- 
der allowed to empty, and the catheter left in 
situ. Clear urine passed through the catheter 
for some time. The catheter was then with- 
drawn and the prostate massaged. A fluid rich 
in bacteria and with few pus-cells was obtained. 
The prostate was undoubtedly the origin of this 
bacilluria. Similar conditions are met with in 
cases where a bacilluria follows a_ prostatic 
massage (Geraghty, 137). Other instances of 
a focal infection, e.g., pyelitis (Kornfield, Joc. cit.), 
are reported. Kornfield regards these as com- 
plications and rejects the case of Raskai. How- 
ever, if the contention of Wossokowitsch is cor- 
rect instances of focal infection must be common 
and these citations in which it is possible to de- 
termine a prostatitis or pyelitis are but instances 
in which this focal point is exaggerated and has 
been determined. 

The existence of focal infection would explain 
the frequent existence of pus-cells. Of course 
there are infections like the sarcinae (Jacobi, 
loc. cit.) in which the urine acts as a culture 
medium, the urinary membranes playing an entire- 
ly passive réle like a container or culture tube, and 
other micro-organisms than the sarcinae are to 
be found in a like condition. In such instances 
no focal point is to be expected. Another 
peculiar pathological feature is seen in the mucoid 
discharge first reported by Janet (138) as coming 
from the urethra and found to contain prac- 
tically neither organisms nor cells. The dis- 
charge ceased when the bacilluria was cured by 
bladder lavage. A mucoid discharge in the form 
of casts is reported by Pollock (loc. cit.) and 
similar masses were observed hanging to the 
bladder wall during cystoscopy by Kornfield 
(loc. cit.). -Janet (loc. cit.) attributed these to 
the irritating effects of the toxins in the urine. 
These observations are important as indicating a 
reaction on the part of the mucosa and form the 
connection between the passive membrane and 
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one in which traces of inflammatory reaction is 
to be seen. 

The symptomatology varies more widely than 
the pathology (Cnopff, Joc. cit., Weisz, loc. cit., 
Kornfield, Joc. cit.,, La Roque, loc. cit., Wingrave, 
loc. cit., Elliot, lor. cit., etc.). From a symptom- 
less condition undetected until urinalysis, or one 
provoking mild local symptoms (pollakiuria, 
dysuria) or symptoms so severe (abdominal 
pressure) that a condition of gastro-enteric dis- 
order is simulated and oftentimes diagnosed, 
this disease may provoke a variety of remote 
manifestations of greater or less severity. The 
remote symptoms (headache, chills without fever, 
polyarthritis, anemia, etc.) are provoked by 
absorption of toxins through accidental abrasion. 
The amount absorbed must be small and the 
potency limited, as shown by Smith’s case (Joc. 
cit.) in which a cystotomy for stone in the presence 
of bacilluria was followed by symptoms of gen- 
eral sepsis of short duration and without manifest 
pyuria. Hence these general symptoms must 
be the result of allergy in a number of cases 
where their severity is disproportionate to the 
quantity and toxicity of the material absorbed. 
No reports of allergy in bacillus coli infections 
have been found. Immune bodies (opsonins, 
agglutins, bacteriolysins) have been found by 
Davis (139) in great variations, opsonification 
agglutination, bacteriolysis occurring in wide 
variations and not running parallel, and while 
increased by therapeutic inoculation the increase 
did not run parallel. 

If the symptomatology is variable the treat- 
ment recommended is more so. All are agreed 
on the rationality and benefits of urinary anti- 
septics (hexamethylamine) in large doses (Church- 
man, 141). Lavage is recommended (Geraghty, 
loc. cit., Janet, loc. cit., Connell, Joc. cit.) and 
condemned (La Roque, Joc. cit.). Vaccines have 
been successful (Aureille and Reynaud, Joc. cit.) 
and unsuccessful (Geraghty, loc. cit.) where 
other measures have failed. Treatment of the 
primary focus (Geraghty, loc. cit., Williams, loc. 
cit., Wingrave, loc. cit.) is being advocated more 
and more. A searching investigation of the en- 
tire urinary tract is necessary as well as a study 
of the condition of the bowels and other locations 
for primary foci. Raymond was compelled to 
resort to a nephrectomy to cure a rebellious 
bacteruria that was kept up by stasis in a con- 
genitally dilated pelvis. These diverse modes of 
treatment all applied with some degree of suc- 
cess, indicate that a complex condition exists in 
bacteruria as regards location or the primary 
focus, the location of some focal point within the 


urinary membranes, the presence of stasis, etc. 
When care is taken in diagnosis to determine the 
existence or absence of these conditions and their 
site, if present, a more rational and successful 
therapy will follow. 


SUMMARY 


The bacterurias that properly belong to the 
genito-urinary field are caused by a limited num- 
ber of organisms, among which the bacillus coli 
predominates 70 per cent, and the remaining are 
chiefly pyococci. 

The prevalence of bacillus coli types is due to 
their ability to make the urine their habitat. 
It is undoubtedly favored by the existence of a 
number of channels active in carrying infection 
from gut to urine. 

The existence of a hamatogenous route is 
without experimental evidence and the clinical 
evidence is both indirect and derived from cases 
of pyuria rather than bacteruria where the 
severity of the process is greater. Bacteria are 
known to be absorbed from epithelial surfaces 
(subinfection) and penetrate into circulating 
fluids. Their further fate is conjectural, except 
in a few instances, such as the streptococcus 
whose relation to rheumatic diseases has been 
established. Until we know the fate of these 
bacteria we are unable to determine the signifi- 
cance of the hematogenous route. 

The urogenous route is active in carrying in- 
fection from the bladder to the kidney and in 
some instances the urethra serves as a channel 
for the introduction of infection. The predom- 
inating flora of the latter is rarely found in urinary 
infections, consequently the conditions necessary 
for the introduction of the infecting organism 
through the urethra must be extraordinary. 

The direct lymphogenous route rests on ex- 
perimental and anatomic evidence. Clinically, 
one seldom meets with conditions that enable 
one to trace the various steps in the infection of 
the bladder from the rectum. Infection by 
continuity from adherent adnexa has been ob- 
served but is rare. 

The members of the colon group found in 
bacterurias vary widely in virulence. Noth- 
withstanding there is a marked uniformity in the 
reaction found in the urinary passages (numerous 
bacteria, generally a few pus-cells, and at times 
mucoid secretion). There is frequently a focal 
infection in the urinary walls which accounts for 
the few pus-cells and to which the persistence of 
the bacteruria is due. 

The limited pathological reaction is easily 
explained in the avirulent forms where the urinary 
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membranes are passively serving as a container 
or culture tube for the media — the urine. In 
the more pathogenic forms it is probable that a 
condition of allergy exists which results in an 
enhanced reaction, whenever there is the infection 


attempts to progress. 


This is sufficient to check 


the process before a condition of pyuria becomes 
manifest or remote lesion can be implanted. A 
condition of allergy can maintain a bacilluria 
instead of a pyuria just as the same condition 
maintains a local instead of a general infection 


(von Pirquet). 


This hypothesis also accounts 


for some peculiarities in the general symptoms. 
For more rational therapy a more careful diagno- 
sis is needed, especially as to the existence of 
focal infections either within the urinary walls 
or remote at the primary site. 
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Markoe, J. W.: Open-Air Treatment in Surgery. 
J .-Lancel, 1915, XXxv, 649. 

Markoe’s desire is to develop more interest in the 
open-air treatment in surgery. Rollier is given the 
credit for developing a system by his careful method 
of exposing. Regret is expressed that this mode of 
treatment is not being used more as a matter of 
routine than as a last resort. Just what action 
the solar rays have is as yet not fully understood. 
Ultraviolet rays can penetrate the normal skin only 
a fraction of a millimeter; but if the skin is made 
anemic by pressing out the blood, bacteria can be 
killed by means of the rays even after the passage 
through 4.25 millimeters of skin. Therefore, pa- 
tients suffering from the anemia of hemorrhage or 
anemia from any cause, should be more carefully 
exposed than those in whom the skin has a normal 
blood supply. : 

Crile is quoted as being enthusiastically in favor 
of open-air treatment of wounds in the military 
hospitals of France. Aimes, Willy Meyer, Pryor, 
are each quoted as favoring this treatment, especial- 
ly in surgical tuberculosis. Young and Williams of 
Boston are quoted as reporting 133 cases of severe 
puerperal infection treated in the open air, with a 
mortality of 24 per cent, excluding from calculation 
cases in which death occurred within forty-eight 
hours of admission to the hospital. 

Markoe reports 110 cases of sepsis, conducted 
under two groups: those treated indoors and those 
treated in the open air. Of these, 42 were in the 
hospital less than five days, with a mortality of 100 
per cent; 68 were in the hospital more than five days 
with a mortality of 66 per cent. In this series all 
but 18 had severe complications. Of the 110 pa- 
tients, 53 were treated in the open air in addition 
to other measures; and 57 were in door patients of 
whom 55 died and 2 left against advice. Of the 53 
cases treated on the roof, 17 were treated less than 
five days and all died; 13 died who were there more 
than five days, 1 left against advice; and 22, or 42 
per cent, recovered. In addition innumerable 
cases were treated in the open air where infection 
was localized in the pelvis. 

Patients given the outdoor treatment seem to 
withstand high temperatures more readily and 
they enjoy and assimilate their food much better. 


361 


After being on the roof for a few days their facial 
expression changes from one of anxiety and despair 
to that of hope and assurance. The hemoglobin and 
red cells increase. The most marked effect ob- 
served is the tolerance which these patients show for 
those symptoms that before served to depress the 
organism. The open-air treatment is conducted 
according to the rules laid down by Rollier which are 
fully described in this article. Emi C. Rosrrsuex. 


Sherman, W. O.: A Standardized Treatment of 
Wounds; Report of 77,000 Cases. Am. J. 
Surg., 1915, Xxix, 448. 

The Industrial Compensation Commission of the 
state of New York reports that 17 per cent of all 
cases applying for compensation are infected. 
Other states probably show a like percentage of in- 
fection. This is a rather shocking state of affairs, 
and one that should be remedied speedily. When 
we consider that it takes three times as long for 
an infected case to recover as a non-infected case, 
the economic phase must be apparent. The in- 
fection is also productive of much suffering, often 
the loss of extremities or their function, and some- 
times death. 

With the idea in mind of perfecting or standardiz- 
ing a surgical technique in the treatment of open 
wounds, the author with three assistants outlined 
certain rules and principles to be followed. These 
had to do with the proper first-aid, the preliminary 
cleansing, the rational use of antiseptics, and 
aseptic technique. 

During five years, approximately 250,000 men 
were employed in the works under observation. 
These men were employees in the iron and steel 
industry, each company having a surgical organiza- 
tion which co-operated and was in harmony with 
the operative management. 

Rules were given for methods of procedure for 
the treatment of the various classes of wounds. 
These rules were not arbitrary, but allowed each 
surgeon full latitude in the choice of methods, only 
asking that he use a treatment for each condition 
in accord with the principles of modern surgery. 

In the five years during which the standard 
technique has been used 77,554 open wounds have 
been treated, of which 97 or 0.0012 per cent became 
infected. 

The most important conclusion to be derived from 
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this standardization of treatment is that the thor- 
ough cleansing of the wound with tincture of green 
soap and water is productive of the best results. 
Tincture of iodine has, however, been successfully 
used in the treatment of small wounds, without 
previous cleansing with green soap. ‘This treat- 
ment should be instituted as soon as possible after 
the receipt of the injury. Isaac GERBER. 


ASEPTIC AND ANTISEPTIC SURGERY 


Bérard, L. and Lumiére, A.: A Plea for the Re- 
establishment of Antiseptics (Mssai de ré- 
habilitation des antiseptiques). Rev. de chir., 1915, 
Xxxiv, 289. 

There has recently been a strong tendency to 
advocate the abandonment of antiseptics in favor 
of aseptic solutions which, it is held, stimulate 
phagocytosis and hasten physiological repair. 
Laboratory experiments have shown that antiseptics 
in vitro destroy white cells before they destroy 
bacteria, and it has been argued from this fact that 
they do the tissues more harm than good; but the 
authors hold that this conclusion is a mistake. 
Conditions in the living body are quite different; 
the leucocytes are capable of withdrawing from the 
toxic disinfectant and returning to the region of 
the wound after the antiseptic is neutralized, which 
takes place in a short time. And even if some 
leucocytes are destroyed it does good rather than 
harm, for their destruction causes an increased re- 
production of leucocytes that more than makes up 
for the loss. It is on this principle that the good 
results of fixation abscess are based. ‘The authors 
have had excellent results from fixation abscesses 
produced by the injection of turpentine in 20 cases 
of septicamia. 

From the treatment of a large number of wounds 
with aseptic and antiseptic solutions and a com- 
parison of the results the authors conclude that it 
would be a great mistake to abandon the use of the 
latter. Of course an effort should be made to get 
the maximum of bactericidal action with a minimum 
of injury to the tissues. The salts of the heavy 
metals, particularly mercury and silver, are the 
most effective bactericides, but their effect on the 
tissues is very toxic. Some of the chlorine com- 
pounds, especially the hypochlorites, are very 
effective bactericides and at the same time very 
harmless to the tissues. Other disinfectants, such 
as iodine, phenol and its derivatives, hydrogen 
peroxide, etc., are not so effective in their action. 
Therefore the best bactericides are the hypochlorites. 
Pure calcium chloride has been used experimentally 
with good results. In actual practice the authors 
use a solution of sodium hypochlorite neutralized 
with boric acid for irrigations and as a dry dressing 
a mixture of calcium chloride and boric acid 1:3. 
This solution gives off hypochlorous acid slowly, so 
that its disinfectant action is continuous, and it 
disinfects and deodorizes more deeply than any 
other disinfectant. A. Goss. 
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ANASTHETICS 


Booth, L. S.: A Report of the Anzsthesias in the 
Second Surgical Division. Med. & Surg. Re- 
port Roosevelt Hosp., N. Y., 1915, p. 135. 

During a period of about eleven months there 
were administered in all 710 anesthesias: 411 by 
ether insufflation of which 348 were given intra- 
pharyngeally and 65 intratracheally; 110 chiefly in 
children, by drop ether; 145 by rebreathing ether, 
using Bennett’s inhaler; 25 nitrous-oxide and oxygen 
anzsthesias; 17 local anesthesias; and a few straight 
nitrous-oxide gas anesthesias. 

The routine anesthesia was intrapharyngeal in- 
sufflation, using the apparatus devised by Connell by 
which the percentage of air and ether is computed 
and delivered into the pharynx by rubber catheters 
passed through the nostrils. 

The intratracheal insufflation was found indis- 
pensable in special cases, chiefly those involving the 
opening of the chest cavity, or where large quantities 
of blood flowed into the pharynx. Following the 
latter method there were three cases of bronchitis 
and there was less vomiting than with any other 
method. ‘The author feels that the smoother the 
induction of the anesthesia and the more rapid the 
disassociation of the vomiting center, the less 
post-anesthetic vomiting there will be. 

Preliminary morphine was not given as a routine, 
but it is interesting to note that the post-anzsthetic 
vomiting was less in this class. 

There were to cases of post-anesthetic pneumonia: 
4 following intrapharyngeal, 4 after rebreathing, 2 
after the drop method followed by intrapharyngeal 
insufflation. 

Eight cases developed acute bronchitis: 3 following 
pharyngeal insufflation, 3 after intratracheal, 1 
after rebreathing, and 1 after the use of the closed 
cone. ‘There were 2 deaths from anesthetics, both 
in bad anesthetic risks. Eight per cent of the cases 
showed slight irritation of the kidneys. 

The blood-pressure was elevated as a rule by ether 
for from five to ten minutes during the stage of 
excitement, than a drop to normal in full surgical 
anesthesia for the first hour or so, and then a gradual 
fall. D. L. Desparp. 


Hunt, C. S.: Anesthesia in Brain Surgery. Jn- 
lernat. J. Surg., 1915, Xxviii, 372. 

Hunt believes that nitrous oxide and oxygen 
should be used very rarely in brain work, because 
this anesthesia is too superficial and uncertain in 
itself, without morphine or Crile’s method, which 
does not work out well in this special field of sur- 
gery, and because of the quickness with which the 
reflexes may return, thus making it dangerous when 
the dura is opened. It also produces another un- 
desirable condition; namely, congestion of the 
brain. In spinal surgery this method of anesthesia 
is strongly contra-indicated, due to the posture of 
the patient. The nature of the operation produces 
a certain amount of surgical shock and the an- 
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zsthetist should see that he does not add any 
respiratory shock. Blood changes under nitrous 
oxide are still in doubt. 

While chloroform is used quite extensively by 
European surgeons in, brain and spinal surgery, the 
author finds it much more dangerous than ether. 
He believes that in the vast majority of cases 
chloroform will have to be dispensed with, due to its 
dangerous features. 

Ethyl chloride and numerous other agents em- 
ployed for general anesthesia are not to be thought 
of in this special branch of surgery. 

Ether is more efficient than nitrous oxide and 


SURGERY OF THE 
HEAD 


Evans, C. A.: Unlocalized Intracranial Injuries. 
Am. J. Surg., 1915, XXix, 441. 

Evans contends that it is not the fracture of the 
skull itself that is so important in head injuries, 
but rather the injury to the brain and the cranial 
contents. He believes the symptoms of intracranial 
injuries merge into one another to such an extent 
that often the best that can be done is to diagnose 
an intracranial injury, such a diagnosis being suf- 
ficient for practical purposes. 

It is important that these injuries should be looked 
at from the viewpoint of pressure, it making no 
difference whether this pressure is due to a contusion, 
a hemorrhage, or an oedema or whether or not there 
exists a fracture. The cerebrospinal fluid must be 
reckoned with in the treatment of intracranial pres- 
sure following an intracranial injury. Evans be- 
lieves a lumbar puncture should be a routine proce- 
dure in every case of suspected intracranial injury. 

From the viewpoint of treatment he divides these 
cases into localized and unlocalized injuries. For 
the latter class he suggests the decompression opera- 
tion after the method of Cushing. Treatment 
must be directed toward relieving the pressure and 
this operation accomplishes the purpose in two 
ways: (1) by draining the space and (2) by removal 
of a portion of bone from the temporal region 
allowing for a certain amount of expansion of the 
brain and “ possible accommodation toa hidden clot.” 

The operation is not always indicated and should 
not be used as a routine, as lumbar puncture or the 
injury itself may afford sufticient relief from pressure. 
Unlocalized intracranial injury is often associated 
with a fracture at the base of the skull, and it is here 
that decompression with drainage is of special value. 

Since January, 1909, the author has performed 
the operation in 33 cases of unlocalized intracranial 
injuries the majority of them being cases of basal 
fractures. Of the 33 cases, 9 died, a mortality of 
27 percent; whereas the mortality without operation 
is about 50 per cent. 
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safer than chloroform. ‘The method used by Hunt 
is that of heated oxygenated ether vapor, which 
combination he has used in about three hundred 
brain cases, with much less irritation to the lungs. 
He uses no morphine or preliminary medication. 
He uses the Richardson mastoid block for brain 
cases in preference to sand-bags. The intratracheal 
method of giving ether appears to him to have no 
advantage over the above, and has one added dan- 
ger, the tube in the larynx. 

The intravenous and rectal methods are far more 
dangerous and are not considered as having a place 
in this work. E. C. RopirsHek. 


HEAD AND NECK 


From his experiences Evans believes that where 
there is a compound fracture of the vault with an 
uninjured dura and evidences of a subdural clot, it is 
more advisable to open the dura and deal with the 
clot through a subtemporal opening than through 
an opening in the dura at the site of the injury. If 
there is an associated middle meningeal haemorrhage 
the vessel can be ligated and the clot removed 
through the temporal opening in 90 per cent of 
cases. There is no reliable guide as to which 
side of the skull will reveal the greater indication for 
opening. ‘The sooner the operation is performed 
after the injury the better the prognosis. No de- 
compression operation is complete without opening 
the dura and no operation is sufficient without the 
insertion of basal drainage. 

The author cites 5 of his cases, in 2 of which it was 
demonstrated that if there is no improvement after 
a reasonable length of time after operation on one 
side, the other side should also be explored. 

E. C. RopirsHek. 


Gayet, G.: Surgery of Penetrating Injuries of the 
Skull at the Front (La chirurgie des plaies 
pénétrantes du crane par projectiles de guerre 
dans les ambulances immobilisées de l’avant). 
Lyon chir., 1915, xii, 618. 

The absolute rule in the army corps in which Gayet 
has worked is to send all cases of head injury as 
quickly as possible to the surgical ambulances. 
Automobiles are sent directly to the dressing stations 
for them. Whatever hour of the day or night they 
come in they are immediately examined and op- 
erated upon. It is generally agreed that the progno- 
sis depends very greatly upon the promptness of the 
operation. No matter how slight the wound may 
be it is opened up. Two cases are described where 
there was apparently only a very slight scalp wound, 
but when it was opened up the bone was found 
to be cracked. If these patients had been allowed 
to go without operation they would have: died of 
meningitis. 

Most of the author’s operations were performed 
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three to six hours after the injury. ‘The objects of 
operation are to control hemorrhage and prevent 
infection. If the dura is found normal in appearance 
it should be left intact; but if it is ecchymotic and 
does not pulsate normally it should be opened and 
the brain examined. No probing should be done 
for deep projectiles, but a careful examination 
should be made for superficial ones, and they should 
be removed. 

Hemorrhage from the sinuses is controlled by 
tamponing, from the meningeal arteries by ligation. 
Deep haemorrhage is sometimes difficult to control, 
but it should be done by ligation rather than by pres- 
sure if possible. Gayet does not favor the use of 
strong antiseptics on brain tissue, but iodoform gauze 
may be used. ‘This should be placed only on the sur- 
face. Drains should not be inserted in brain tissue. 
The first dressing should be left on forty-eight hours. 
Patients with brain injuries should be moved as 
little as possible. ‘They should not to be transported 
for at least two months if it is possible to keep them 
that long. In the meantime they may be given 
treatment for any paralysis or aphasia resulting 
from their wounds. 

Gayet has operated upon 198 cases, with too re- 
coveries, 76 deaths, and 22 unknown results. The 
cases that he calls cured were under observation 
for several weeks and when they were discharged the 
brain was completely covered in with epidermis or 
active granulations. He has heard from 5 of the 
worst cases after more than six months had elapsed, 
and all are alive though 2 are under treatment for 
slight aphasia or paralysis. A. Goss. 


Sachs, E.: Factors that Make for Better Results 
in Cranial Surgery. J. Mo. St. M. Ass., 1915, 
xii, 517. 

The author calls attention to a few points in the 
early diagnosis and in the treatment of brain lesions 
which he thinks make for better end-results. 

The so-called cardinal symptoms of headache, 
choked disk, and projectile vomiting are not always 
the earliest symptoms; in fact they may be entirely 
absent. Other signs, often neglected, are of great 
diagnostic importance. Yawning, loss of sexual 
power, and cessation of menses are often early 
phenomena; also epileptic convulsions beginning 
with some sensory aura relative to sight, smell, or 
taste centers. Attention must also be paid to the 
sequence of development of symptoms. 

Attention to special details is necessary in carry- 
ing out a successful operative technique in cranial 
surgery. A trained anesthetist and assistants are 
absolutely essential. Blood-pressure observations 
should be taken before, during, and after the 
operation. Proper control of hemorrhage is of 
great importance. 

Preliminary lumbar puncture and_ ventricle 
puncture should be done in cases of excessive pres- 
sure, otherwise the brain may be ruptured on in- 
cising the dura. In all decompressive operations 
the dura should be left open. The wound is closed 


carefully layer by layer. If the aponeurosis of the 
scalp is tightly closed, cerebrospinal fistula never 
occur. J. R. BucHBrinver. 


Remsen, C. M.: Apoplexy: Suggestions for More 
Rational Methods of Dealing with Spontaneous 
Hzemorrhage Based upon the Pathological 
and Physiological Factors. Surg., Gynec. & 
Obst., 1915, xxi, 760. 

Apoplexy is considered by the author as an acute 
pathological process associated with a more or less 
general intracranial physiological disturbance, rapid 
or gradual in its progress, which may terminate 
fatally, and with disturbances of function due more 
directly to the local effects of the lesion, such as 
hemiplegia, hemianopsia, and the like, possibly 
entirely potential] at first. 

A discussion of the region in which the arteries 
show spontaneous rupture follows, and it develops 
that the corpus striatum, either on its external 
surface or in its substance, shows the greatest 
prevalence of this condition. It is argued, especially 
from the apoplectic cases which clear up, that the 
hemiplegia may be entirely potential at first, and 
due to physiological inhibition which will lead to 
permanent pathological destruction should the 
pressure persist, together with secondary trophic 
degeneration. Such physiological disturbances, due 
to pressure, inflammatory reaction, oedema, anemia, 
or infiltration may be entirely alleviated in many 
cases by the removal of the causes if this removal is 
consummated before the actual destruction takes 
place. Further, it is argued that the evacuation of 
the clot will prevent burrowing of the hemorrhage 
into the brain stalks, ventricles, and other dangerous 
regions. Further still, the fact that the actual cause 
of death is the increased intracranial pressure due 
to.the presence of the clot and the surrounding reac- 
tion, is another argument for intervention. To 
avoid the paralyses and the extension of the hemor- 
rhage means to relieve local pressure by draining the 
hemorrhagic cavity; the threatened death due to 
pressure anemia may be prevented by a simple 
decompression. A combination of both of these is 
emphasized by the author as the procedure of choice, 
and a decompressive opening over the surface pro- 
jection of the basal ganglia is combined with an 
exploratory cerebrotomy, the latter performed by 
separating the edges of the operculum and pene- 
trating the island an extremely short distance to the 
striate body. This, of course, is not necessary if the 
hemorrhage has worked out toward the cortex and 
is visible. Here, direct attack through the super- 
ficial tissue is advised. 

The results of one case operated upon recently 
have indicated that these procedures are at least 
well worth further investigation, and especially 
early in the attack before the constant pressure upon 
the fibers of the internal capsule has brought about 
permanent changes. Brain sections show the direc- 
tion of the insertion of the cerebrotomy needle and 
the comparative simplicity with which this pro- 
cedure may be carried out. 
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Osler, W., Robb, G., Rolleston, H. D., and others: 
Discussion on the Treatment of Cerebrospinal 
Meningitis. Proc. Roy. Soc. Med., 1915, ix, 
Therap. & Pharmacol. Sect., t. 


In Str WILLIAM OSLER’S discussion of cerebrospinal 
fever two points are of greatest interest, prophylac- 
tic measures and the serum treatment. There is 
believed to be a certain value in the new conception 
of the disease offered by Dopter, that the epidemic 
is in the carrier, the meningitis itself being incidental. 
The germ is harbored by many who are not ill; in 
others it produces a mild catarrh; and in only a few 
cases does it reach the meninges. The two most 
noticeable facts connected with an epidemic are the 
co-relation of the seasonal prevalence with naso- 
pharyngeal catarrh and the influence of overcrowd- 
ing, the latter being the most important single 
factor. 

As the disease has a predilection for young soldiers 
it is suggested that the army medical officers should, 
during the next winter, (1) guard the soldier against 
over-fatigue; (2) reduce to a minimum the circum- 
stances which favor nasopharyngeal catarrh, such 
as wet, cold, and excess of tobacco; (3) combine good 
ventilation of the sleeping quarters with comfortable 
warmth. 

The rational treatment of cerebrospinal fever is 
lumbar puncture combined with the use of serum, 
the latter having a specific influence on the menin- 
gococci in the spinal canal. The results with serum 
treatment have been unsatisfactory in many quar- 
ters. Among the Canadian troops there were 40 
cases with a mortality of 63 per cent. In another 
group of 31 cases the mortality was 52 percent. In 
Osler’s opinion, the main cause has been inert sera, 
the strain causing the disease being “fast” to the 
sera used. Insufficient dosage, failure to begin 
treatment early and imperfect technique have, he 
believes, been minor contributing causes. 

The two problems presented are how to prevent 
an outbreak during the coming winter, and if it does 
occur, how to keep the mortality down to the 
25 per cent which may be expected under the most 
favorable circumstances. Experts should be ap- 
pointed to investigate sera, that they may corre- 
spond to the strains of organism present in the pre- 
vailing epidemic. 

Ross, during the first seven months of a severe 
outbreak in Belfast, had 275 cases under his care, 
the death-rate being over 72 per cent. Then he 
received a supply of serum from America. The 
change in results was dramatic, the death-rate 
falling during the first four months to 26 per cent. 
Since then in no series up to last winter’s epidemic 
had the mortality exceeded 30 per cent. He pleads 
that gross mortality rates be given, because in his 
experience it was impossible to say in the first few 
hours that any case was hopeless. 

With the onset of the recent epidemic it was con- 
fidently thought that the death rate would be even 
smaller than previously because of the greater expe- 
rience. The results have not been so good, however, 


the mean mortality being 36 per cent. In trying to 
explain this several questions arose. ‘The disease 
did not seem to be more virulent in type than 
previously; the average age had been higher in the 
recent outbreak, which should make for a lower 
mortality; comparison of several cultures from dif- 
ferent sources with those in use in the preparation of 
the serum now being made at the Rockefeller Insti- 
tute showed no marked differences; the immunity 
value of the serum used last winter, however, 
seemed to possess a lower standard than that for- 
meriy supplied, because of the very sudden and 
great demand from England. ‘This deficiency in 
quantity and quality has now been corrected, and 
in the treatment of 8 acute cases there has been only 
one death, a promising result, but too small a num- 
ber to judge by. 

Robb tried taking continuous blood-pressure read- 
ings but does not think he received any help from 
them. The alarming variations in blood-pressure 
may be the result of the severe pain that is some- 
times experienced. The use of a general anesthetic 
is recommended to avoid this. While the best 
dosage for either children or adults has not been 
worked out, yet Robb believes in giving full doses 
and repeating them until improvement is shown. 
Even to young children he has always given the full 
dose of 20 ccm., often more, and the results have 
been good. 

SURGEON-GENERAL ROLLESTON reported that of 
170 cases of cerebrospinal fever occurring in the 
Royal Navy during the first year of the present war, 
54.6 per cent were fatal. In 105 cases serum was 
given alone or in combination with vaccines, soamin, 
or hexamine. Of 62 cases treated by lumbar punc- 
ture and intraspinal injection of serum 69.4 per cent 
died, but of those treated in addition with vaccines, 
soamin, or hexamine only 46.5 per cent were fatal. 
The failure of the antimeningococcic serum to 
reduce the mortality was not due to its being ad- 
ministered too late, for in 66.7 per cent of cases it 
was given within the first three days of the disease. 
Because of its apparent inertness intraspinal in- 
jection of serum was largely replaced toward the 
last by or combined with other methods. From 
the figures the addition of intraspinal injections of 
serum appear to coincide with an increase of mortal- 
ity in the cases treated with soamin. In 13 cases 
treated with lumbar puncture alone there were 69 
per cent of recoveries. The use of hexamine did not 
appear to have any effect clinically. 

Foster spoke of the advantages of repeated 
lumbar puncture; i.e., the relief of symptoms, espe- 
cially of headache. He considered it to be a very 
safe procedure, but one in which a general anzs- 
thetic was advisable. No signs of collapse had ever 
been witnessed by him, however much fluid had 
come away. 

GASKELL expressed the opinion that the results 
in this series, 39 per cent mortality in 42 cases, 
seemed to indicate that daily lumbar puncture with 
evacuation of fluid saved the patient as well as by 
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the giving of serum. The figures were rather scanty, 
however, to base a conclusion on. 

CAIGER reported a series of 50 cases treated, with 
a mortality of 32 per cent, all receiving serum, the 
influence of which as a curative agent, Caiger 
strongly believes in. He also favors giving a general 
anesthetic for the purpose of doing lumbar puncture 
and has ignored the advice to observe the blood- 
pressure, without regretting it. His observations 
lead him to believe that the variations in the pulse 
tension and frequency were less under anesthesia. 

The amount of serum usually injected was 
15 to 30ccm., usually a little less than the amount of 
fluid withdrawn. In some instances the injected 
serum had been allowed to run out and then a 
further quantity was injected. This intraspinal 
“lavage”? was thought to be of benefit and worth 
further trial. 

Care must be taken to inject slowly, allowing five 
minutes for the introduction of 15 to 20 ccm., but 
Caiger believes that the risk of injecting too rapidly 
has been overstated. ‘The use of chloral and bro- 
mide, in 20 gr. doses of each, every four hours was 
of value as a nerve sedative. In his opinion the 
victim of a marked attack of cerebrospinal fever is 
damaged physically and mentally for a long time 
and should not be certified for active service for at 
least a year. E. K. ARMSTRONG. 


NECK 


Russell, C. W.: Tumors of the Carotid Body. 
J. Mo. St. M. Ass., 1915, xii, 521. 


The author presents a case report and a brief 
review of the literature based chiefly upon a pre- 
viously collected series. 

The embryology of the carotid gland is in dispute. 
The third or fourth branchial clefts, the perithelium 
of the carotid arteries, and the sympathetic nervous 
system have all been suggested as the source. 
The latter is most commonly believed to be the 
source. There is abundant nerve supply from the 
cranial and sympathetic nerves. 

The physiology of the gland is unknown, its 
presence is inconstant. and there is insufficient 
clinical data upon which to base opinion. The 
carotid body atrophies soon after puberty, and a 
connection with trophic stimuli of body develop- 
ment has been suggested. 

The case presented was that of a woman 25 
years of age, in whom the growth was present 
for 11 years. Dyspnoea, painful deglutition, and 
nervous symptoms necessitated its removal; a 
preliminary ligation of ail carotids on that side was 
necessary. 

The tumor was the size of an orange, grayish- 
pink, lobulated, elastic, and enclosed in a distinct 
capsule. Histologically it was made up of large 
polyhedral cells divided by prolongations from the 
connective-tissue capsule. 


In all 54 cases have been reported. In 32 cases 
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all three carotids were ligated. A mortality of 
22 per cent from all causes prevailed in the series. 
J. R. BuCHBINDER. 


Dowd, C. N.: A Study of One Hundred and Twenty 
Cases of Goiter. Med. & Surg. Report Roosevelt 
Hosp., N. Y., 1915, p. 41. 

Dowd reports 120 cases of goiter, 93 of which were 
operated upon by the staff of the Roosevelt Hospital 
between January 1, 1910, and January 1, rors, and 
27 cases were operated upon by Dowd elsewhere. 

The first group consisted of patients giving evi- 
dence of Graves’ disease. Of these cases, 55 in all, 16 
had symptomless goiter for a long time, when the 
characteristics of hyperthyroidism made their ap- 
pearance. The average previous duration of their 
thyroid enlargement was six and one-third years. 
Hemithyroidectomy was done on all of them. All 
have shown definite improvement; ro are in excel- 
lent health. 

Ten had moderate symptoms of hyperthyroidism 
without pre-existing goiter, the average duration of 
which was six and eighteen months. Nine were 
treated by ligation of the superior thyroid arteries, 
and 5 by hemithyroidectomy. Two have shown 
moderate improvement and 7 are in excellent con- 
dition. 

Twenty-nine cases showed extreme symptoms of 
hyperthyroidism; many of them were desperate 
surgical risks. 

Three died after only ligation of the superior 
thyroid artery had been attempted, and 3 after 
hemithyroidectomy from oedema of the lungs, one 
from pneumonia, and one eighteen days after 
operation with symptoms of profound psychic dis- 
turbance. 

In far advanced cases it is better to use some form 
of palliative procedure until their conditions will 
permit of ligation or hemithyroidectomy. 

Rectal anesthesia was used in some instances, 
preceded by morphia and atrophine hypodermically, 
and followed in half an hour by ether and mineral 
oil injected into the rectum, without the patient’s 
knowledge of the intention to operate. The mixture 
should be withdrawn as soon as the operator believes 
enough ether has been absorbed. 

The post-operative results in these severe cases 
are: 31 showed very great improvement; 13 showed 
moderate improvement; 2 showed no noteworthy 
improvement. 

The second group consisted of cases of simple 
goiter with pressure in which pressure or deformity 
were the main symptoms. 

There were 59 cases, only 8 of them males; 26 
were treated by enucleation of nodules or cysts, 23 
by hemithyroidectomy, and in 1o instances a portion 
of the remaining lobe was alsotaken. There was no 
mortality. 

The third group consisted of cases of carcinoma 
and allied conditions. There were 4 cases, 3 of which 
died after various periods; one patient with endo- 
thelioma was well four years after operation. 
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A pathological study of the cases demonstrated 
that those having toxic symptoms showed hyperpla- 
sia regularly. ‘This sometimes seemed almost uni- 
form throughout the gland, but sometimes was 
associated with colloid formation. Cases of the 
latter type are most difficult to interpret as to 
whether they are in a state of regression or whether 
there is a degree of regeneration. D.L. Drsparp. 


Schlagenhaufer: Tumors of the Parathyroids 
(Parathyreoideatumoren). Wien. klin. Wchnschr., 
1915, XXViii, 1362. 

Schlagenhaufer demonstrated two cases of tumors 
of the parathyroids before the medical society of 
Vienna. One was in a 43-year-old man who had had 
osteomalacia for five years, while the base of the 
skull showed changes resembling those of osteitis 
fibrosa. The left lower parathyroid was the size of a 
plum; histologically it was almost normal. The 
other patient was a 62-year-old woman who had 
had osteomalacia for 15 years. ‘The right lower 
parathyroid was the size of an almond. Histolog- 
ically it too was almost normal. The author recom- 
mended operative removal of hyperplastic para- 
thyroids. 

In the discussion MAREsScH said that he had per- 
formed autopsies in 23 cases of malacia of the bones. 
In 10 cases of osteomalacia in women from 58 to 82 
the parathyroids were only moderately enlarged, or 
had merely not atrophied as had the other paren- 
chymatous organs, thus showing a relative enlarge- 
ment; but there was no pronounced parathyroid 
tumor in any of these cases. Five cases of severe 
osteitis deformans (Paget) of the skull with varying 
degrees of involvement of other parts of the skeleton, 


SURGERY OF 
CHEST WALL AND BREAST 


Fort, F. T.: Injuries of the Chest. Am. J.Surg., 1915, 
xxix, 395. 

A good clinical division of chest-wall injuries is 
into penetrating and non-penetrating. Punctured 
wounds include those where the depth of the wound 
is greater than the diameter of the opening. The 
X-ray often must be used to differentiate between 
periosteal bruising and rib fracture. ‘Traumatic 
pneumonia often follows contused wounds of the 
chest and is probably due to pneumococcus activity 
at a point of lowered resistance. 

The treatment of non-penetrating wounds con- 
sists in the use of cleanly measures, using tincture 
of iodine and, if necessary, a few stitches and drain- 
age. Should the injury be received around a stable, 
paint the wound with phenol and administer 5 ccm. 
of antitetanic serum. Simple contused wounds and 
fractures are best treated by the application of ad- 
hesive plaster. 

“‘Commotio thoracica” is the name given to a 
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two cases of Paget’s disease of the tibia and one of 
the right femur did not show parathyroid tumor, 
nor did two peculiar cases of bone disease of un- 
known nature combined with dwarfism. There 
were only three cases that showed parathyroid 
tumors: one a case of severe typical osteitis fibrosa 
with multiple fractures, cysts, and tumors, in which 
the parathyroid was the size of a chestnut; one a 
case of malacia with pronounced curvature of the 
femurs in which the one parathyroid was the size 
of an almond; and one with a parathyroid also about 
the size of an almond and malacia of the whole skele- 
ton with multiple cysts of variouslong bones. This 
shows that malacia of bones is by no means always 
associated with parathyroid tumors, and the nature 
of the relation between these tumors and bone dis- 
ease is by no means understood, but as no other 
known treatment is effective in these conditions and 
the removal of the enlarged parathyroid does no 
harm, Maresch agrees with Schlagenhaufer in ad- 
vising surgical removal. 

BAUER pointed out that osteomalacia is frequently 
associated with tetany. Tetany is a sign of para- 
thyroid insufficiency and it may be that these adeno- 
matous parathyroids are defective in function; in 
that case a further removal of parathyroid tissue 
would be injurious. Moreover adenomata of the 
parathyroid are found in individuals who have no 
bone disease of any kind, while on the other hand 
there are cases of osteomalacia associated with 
disorders of other glands; for instance, the female 
sexual glands, the thyroid, and the hypophysis. 
The pathogenesis of osteomalacia is very complex 
and not well enough understood to furnish indica- 
tions for surgical intervention. A. Goss. 


THE CHEST 


severe chest injury resembling contusion or lacera- 
tion of the brain. Sudden death from shock may 
follow, without any demonstrable lesion post-mor- 
tem. 

The fifth and sixth ribs are those most frequently 
broken, usually at one or the other end. When in 
doubt whether a fracture exists or not, if there is 
intense pain at the end of inspiration or on turning 
in bed and if the respirations are hurried, a fracture 
may be assumed. Fractures of the sternum are rare 
and if impossible of reduction, operative interference 
is necessary only when the displaced part, usually 
the manubrium, is causing serious pressure symp- 
toms. About one per cent of all fractures involve 
the scapula. A positive diagnosis is not always easy. 
In compound fracture of this bone the comminuted 
portions, if present, should be removed to permit 
drainage of infectious material. Fracture of the 
clavicle is treated by carrying the arm upward and 
backward, employing the four-tail bandage of 
Sayre’s adhesive plaster dressing. Dislocation of 
the clavicle is commonest at the sternal end and is 
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sometimes difficult to reduce. A figure-of-eight or 
plaster-of-Paris bandage may be used to retain the 
bone in place. In dislocation of the acromial end 
wiring may be tried if an adhesive dressing fails to 
maintain position. 

Penetrating wounds of the thorax may be followed 
by hemoptysis, emphysema, pneumothorax, or 
hemothorax, and some days later by pneumonia, 
abscess, bronchitis, gangrene, or hernia of the lung. 
Emphysema frequently accompanies injury to the 
lung substance by a broken rib, but sometimes air 
rushes into the pleura, compressing the lung and 
causing intense dyspnea. This may be relieved by 
passing a trochar into the pleural cavity, thus 
allowing the air to escape. When free hemorrhage 
accompanies chest injuries the advisability of open- 
ing the wound, evacuating the clots, and searching 
for the bleeding vessels must be considered. Usually 
the condition is so serious that interference is not 
warranted. 

Injuries to the great vessels are usually fatal but 
wounds of the pulmonary vessels and of the aorta 
have been successfully sutured. Differential pres- 
sure and insufflation are by no means necessary for 
the performance of thoracotomy but they are usual- 
ly of advantage, respiratory and circulatory dis- 
turbances from acute pneumothorax being thus 
avoided. After operation the chest wound may be 
completely closed without risk of pneumothorax 
and subsequent infection. 

Traumatic hernia of the lung is uncommon. If 
left undisturbed strangulation, gangrene, and 
sloughing occur, usually with satisfactory healing. 
Chest injuries in the precordial region may involve 
the pericardium alone or may penetrate the heart 
wall. The great vessels may also be injured. The 
treatment of cardiac wounds comprises absolute 
rest; an ice-bag applied to the chest; morphine for 
pain; evacuation of blood in the pericardium. The 
latter procedure should be by open operation in 
order to avoid injury to the pleura or heart and to 
enable the bleeding point to be secured. A wound of 
the heart wall should be closed with fine silk sutures. 
Collected statistics show a recovery from heart 
wounds ranging from 15 to 38 per cent. More than 
60 per cent of those who died succumbed to secon- 
dary causes, usually infection. E. K. Armsrronc. 


Taylor, K.: Frequency of Chest Complications 
Among the Wounded. Avn. Surg., Phila., 1915, 
Ixii, 570. 

In view of the frequent occurrence of pathological 
lung conditions revealed at routine autopsies in 
the American Hospital of Paris, it was decided to 
review the total number of autopsies on record with 
the idea of ascertaining the frequency of pathological 
conditions of the lungs and pleura among the fatal 
cases. 

Fifty-one autopsy reports were examined. Many 
of the cases presented several pathological condi- 
tions, and an attempt was made to classify the in- 
juries. 


The cases in which pathological lung conditions 
are certainly to be expected are, of course, those in 
which there is a penetrating wound of the chest and 
probably also the high transverse lesions of the 
cord—which together comprise 9 of the 43 cases 
showing pathological conditions. This leaves a 
total of 31 cases out of 51 autopsies in which the 
lung condition seemed to bear no direct relation to 
the wound. Some of these, especially a few of the 
acute bronchopneumonias, are undoubtedly to be 
explained as part of a general pyemia or septi- 
cemia. On the other hand, there is left a large 
proportion of cases in which it is difficult to see any 
direct relation between the wound and the condition 
in the chest. ‘The frequent occurrence of lung con- 
ditions in wounds of the thigh, 16 out of 17, 94 per 
cent, as in penetrating wounds of the abdomen, 4 
out of 5, and in transverse lesions of the cord, 4 out 
of 4, suggests that the chronic degenerative change 
manifested in the great number of adherent pleure 
may possibly be connected with the matter of pos- 
ture as well as the general intoxication from the 
wound itself. E. H. Poot. 


Powers, C. A.: Senile Parenchymatous Hyper- 
or of the Breast. Am. J. Surg., 1915, xxix, 
446. 

The author describes the variations in the path- 
ology of this condition, sometimes known as sub- 
normal involution, or multiple cystic disease of the 
breast. ‘The pre-operative diagnosis is often un- 
certain, and the operation is usually exploratory. 

Powers believes the proper treatment to be a 
thorough removal of the affected breast. He uses 
the curved incision at the outer, lower margin of 
the breast, everts it, and carefully examines the 
breast from behind. It can also be removed this 
way, and in many cases by leaving the nipple behind 
the contour of the parts can be fairly well re- 
habilitated. 

Seventeen breasts affected with this disease have 
been removed by the author from fourteen women. 
In every case, the breast was thoroughly examined 
by a pathologist, but in none of the cases was any 
evidence of cancer found. 

This appears to be contrary to the experience of 
most other surgeons, who have found from 25 to 
50 per cent of these cases already malignant. The 
author does not attempt to reconcile these facts, 
but accepts and firmly believes the general state- 
ment that cancer is to be expected in a very con- 
siderable proportion of all cases, and that this 
renders imperative the early and thorough re- 
moval of the affected breasts. Isaac GERBER. 


Elsberg, C. A.: The Abdominal Skin-Flap in 
Radical Amputation of the Breast. Ann. 
Surg., Phila., 1915, lxii, 678. 

The possibility of being unable to close the wound 
after breast amputation should never be a deter- 
mining factor as to the ainount of skin to be removed. 
Radical removal of the disease may necessitate the 
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removal of so much skin that the wound cannot be 
closed by any of the present plastic operations and 
skin-grafting becomes necessary. 

The author has used with success a large skin-flap 
from the abdomen. The skin of the abdomen re- 
ceives abundant blood supply and if the base is not 
too small there is no danger of sloughing. The 
size and shape of the flap will depend upon the 
requirements of the individual case. A _ large 
amount may be used and the abdominal wall closed 
without much tension. J. R. Bucuprnper. 


Bebee, E. L.: A Case of Complete Dislocation of 
the Outer Extremity of the Clavicle. Buffalo 
M. J., 1915, 1xxi, 238. 


The author reports the case of a chauffeur, who 
was injured when the heavy touring car he was 
driving capsized. The edge of the body came down 
on the right shoulder, striking just below the acro- 
mion process. The outer end of the clavicle was 
forced upward over the acromion process. All 
the ligaments uniting the clavicle to the scapula 
were torn. The outer extremity of the clavicle was 
elevated to make a marked prominence. Reduction 
was accomplished by traction while the end of the 
clavicle was pressed into place. An attempt was 
made to maintain the reduction by Stimson’s 
apparatus, which would have been sufficient in case 
of incomplete dislocation. In this case when the 
patient moved about or resumed the upright posi- 
tion the dislocation soon recurred. ‘Therefore an 
operation was decided upon.- Through a trans- 
verse four-inch incision the joint was cleared out 
and the dislocation reduced. A point half an inch 
from the articular surface was selected and a hole 
drilled in each bone. Here the margin of the 
acromion and the clavicle approach one another at 
an acute angle. A copper wire of rather large 
gauge was introduced to form a figure-of-eight, 
which prevented the bones from overriding one 
another. . 

There was no recurrence of the deformity. The 
wound healed promptly, and motion was allowed 
after three weeks. The patient soon resumed his 
occupation with complete use of the shoulder. 
There was no pain or limitation of motion. There 
was some tenderness on pressure where the suture 
entered the bones. 

Points of advantage in this method are: the small 
exposure required, ease of execution, and the joint 
not being invaded. A. Goss. 


Sachs, T. B.: Artificial Pneumothorax in the 
Treatment of Pulmonary Tuberculosis; Re- 
sults Obtained by Twenty-four American 
Observers. J. Am. M. Ass., 1915. lxv, 1861. 


In an analysis of 1,145 cases of pulmonary tuber- 
culosis treated by gas compression by 24 American 
observers, Sachs finds the following interesting 
data. 


Of a total of 1,145 cases reported in the American 
literature in the last three years, the stage of the 
disease was given in 1,028 cases; of this number 88.7 
per cent were in the far advanced stages; 10.6 per 
cent were moderately advanced; 0.7 per cent were 
in the incipient stage. The reports include 5 cases of 
bronchiectasis, 5 of pulmonary abscess, and 1 of 
tumor. 

The side involved was designated in 897 cases; 
bilateral involvement was present in 77 per cent; 
unilateral in 23 per cent. The presence or absence 
of cavities was given in 606 cases; of this number, 
cavities were present in 62 per cent. Tuberculous 
complications (larynx, bowel, empyema, etc.) were 
present in 112 cases, or 23 per cent, out of a total 
of 489 cases in which the presence or absence of 
complications was recorded. 

It is apparent, the author says, that artificial 
pneumothorax is being tried at present in this 
country chiefly in very advanced cases unimprovable 
under ordinary sanitarium régime. This must be 
taken into consideration in judging the “immediate” 
and “subsequent” results obtained in the 1,145 cases 
analyzed. 

The degree of compression obtained in individual 
cases is given in 757 cases; satisfactory compression, 
51.5 per cent; partial, 27 per cent; failure, 21.5 per 
cent. 

The “immediate”’ results of treatment were as 
follows; failure, unimproved and dead, 49.1 per 
cent; improved, 29.2 per cent; quiescent, 10.8; 
apparently arrested, 9.5; cured, 1.4 per cent. The 
subsequent results are given in 76 re-expansion cases 
(out of a total of 447), in which re-expansion existed 
from a few months to 7 years, the durable results of 
treatment being represented by a total of 12.3 per 
cent of quiescent, arrested and cured cases. 

The author believes that it may be a conservative 
estimate to say that, with the present technique and 
the class of cases treated, the percentage of durable 
results (arrests or cures) is about 12 per cent, while 
in more than double this number, a palliative effect 
is produced, which is of variable duration. The sum 
total is a distinct increase of the chances of the ad- 
vanced cases which do not respond to the usual 
methods of treatment. 

An analysis is given of the dangers and complica- 
tions incident to the production of artificial pneumo- 
thorax, such as gas embolism, pleural reflex, pleural 
effusion, etc. 

In conclusion, the author states that experience 
with artificial pneumothorax in the treatment of 
pulmonary tuberculosis is gradually modifying the 
sphere of its application. The trend is toward its 
use, regardless of stage, in all progressive cases 
(particularly with unilateral involvement) which 
fail after sufficient trial to respond to strict sani- 
tarium régime. In the interest of safety and best 
results, the treatment in the majority of individual 
cases should be applied, at least during the first few 
months, in a hospital or sanitarium. 

Through improvement of various details of tech- 
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nique and greater conservatism of action, pneumo- 
thorax therapy, according to the author, is gradually 
finding its defined place in the treatment of cases of 
pulmonary tuberculosis which do not yield to other 
methods. 


Rémond, E., and Glénard, R.: Penetrating Wounds 
of the Thorax (Plaies pénétrantes de poitrine). 
Paris méd., 1915, V, 450. 


The authors are stationed in a hospital about 30 
kilometers from the firing line. In the five months 
they have been there they have treated 1,830 
wounded men, 150 of them being wounds of the 
thorax, in 110 of which the projectiles penetrated 
the thoracic wall. About three-fourths of these 
patients had hemoptysis, a much higher percentage 
than is given by most authors; but absence of hamop- 
tysis does not necessarily mean that the lung is 
uninjured. Twelve of their patients died, but in 
6 of them there were severe complications, leaving 
only 6 fatalities from the pulmonary wound alone. 

As they were in danger of having to move their 
quarters at any time they could not establish an 
X-ray room, but there was an X-ray carriage that 
could be summoned and reach them within twenty 
four hours, so that they were able to locate the pro- 
jectiles in a number of cases and extract them if 
superficial. The lung complications that they en- 
countered were prolonged hemoptysis, hemo- 
pneumothorax, purulent pleurisy, pulmonary con- 
gestion, bronchopneumonia, simple bronchitis, and 
abscess of the lung. Aside from the lung complica- 
tions there were 6 cases of subcutaneous emphysema, 
3 cases of paralysis of the arm from injury of the 
brachial plexus, and a number of cases of abdominal 
injury and fractures of various bones. 

The first essential in treatment is to place the 
patient at rest as quickly and completely as possible. 
The authors’ patients were placed in large, well-aired 
rooms, not more than two in a room, and they were 
cared for in their beds to avoid moving them to the 
central dressing room that was used for other kinds 
of wounds. No probing should be done for deep- 
seated projectiles, as the lung tolerates their presence 
very well, and there is danger of both infection and 
haemorrhage from probing. 

The general treatment for haemothorax is expec- 
tant; puncture should be done only when the volume 
of the effusion threatens serious complications or 
when it shows signs of becoming purulent. Such 
operations as ligation of intrathoracic vessels, suture 
of the lung, and extraction of deep projectiles are too 
serious to be undertken at the hospitals at the front. 
The only operation that has to be performed quite 
frequently is rib resection for empyema. If a 
haemothorax is accompanied by persistent fever an 
exploratory puncture should be made and if pus is 
found operation performed at once. Patients with 
injuries of the lung should not be transported for at 
least eight days, even though they are apparently 
well. One patient was sent away after five days 
and he died of secondary hemorrhage when he 
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reached the hospital in the interior. Some of the 
patients were obliged to stay as long as forty days. 
A. Goss. 


Gerhardt, D.: Pleurisy After Gunshot Injuries of 
the Thorax (Ueber Pleuritis nach Brustschuessen). 
Muenchen. med. Wchnschr., 1915, \xii, 1693. 


After gunshot injuries of the thorax in addition to 
the hematothorax a serous pleuritis often develops. 
A few days after the injury the dullness is no longer 
caused by the hematothorax alone, but perhaps the 
greater part of it is caused by the serous exudate. 
This secondary pleurisy is the most frequent cause of 
cases of long continued fever, which, however, 
generally subside spontaneously as the exudate is 
absorbed. The clinical course is about the same as 
that of pleurisy from other causes except that the 
absorption frequently takes a longer time and so the 
fever continues longer. For the first week it is 
dangerous to puncture for fear of causing renewed 
hemorrhage; but after that puncture may be done, 
and if there is marked dyspnoea it should be done 
without fear, for the fluid is generally found to be 
more serous exudate than blood. 

In the further course of these stubborn exudates 
it is important that they should be punctured, for 
if the lung is prevented from expanding for a long 
time there is danger of chronic pneumonia, and 
bronchiectasis. At first not more than 150 to 300 
ccm. of fluid should be withdrawn, but after the 
danger of secondary hemorrhage has passed as 
much as a liter to a liter and a half may be with- 
drawn. The puncture should be supplemented by 
respiratory gymnastics. A. Goss. 


TRACHEA AND LUNGS 


Kofler, K., and Fruehwald, V.: Gunshot Wounds 
of the Larynx and Trachea (Schussverletzun- 
gen des Larynx und der Trachea). Wien klin. 
Wchnschr., 1915, xxviii, 1337. 


The authors give the histories of 1 case of injury 
of the trachea and 16 cases of injury of the larynx 
which they have had occasion to treat in their hos- 
pital in the home zone. A table is given showing 
the treatment and results in each case. The symp- 
toms that immediately follow a wound of the 
larynx are more or less severe bleeding and the 
expectoration of blood for several days, and in 
some cases emphysema of the skin; varying degrees 
of hoarseness to complete aphonia and in many 
cases increasing difficulty in breathing. Sometimes 
there is loss of consciousness and difficulty in swal- 
lowing. The only symptom that demands imme- 
diate attention in the field is difficulty in breathing, 
for which the field surgeon often has to do trache- 
otomy or syndesmotomy. Among the authors’ 
cases each of these operations had been performed 
twice. 

The symptoms the patients complained of in the 
home hospital were perichondritis, smooth or nodular 
swellings in the larynx, scars and cicatricial ad- 
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hesions in the form of weblike membranes, in one 
case a hematoma that recovered spontaneously and 
speech difficulties due to nervous or inflammatory 
changes of the cords. Treatment in most cases 
was expectant in the hope that the condition would 
improve with the discharge of necrotic bits of car- 
tilage. This often occurs in civil practice. In one 
case the findings in the larynx and the voice did im- 
prove markedly after bits of cartilage were coughed 
up. The danger that such bits of cartilage may fall 
into a bronchus or be aspirated is slight. In three 
cases exuberant granulations were removed with 
sharp forceps, resulting in improvement in breath- 
ing and speech. Three cases were dilated with 
bougies or dilators, with the result that one could 
have his tube removed and be discharged with nor- 
mal breathing and speech, while the other two are 
still under treatment. In one case an adhesion of 
the subglottic space was removed after which the 
laryngeal findings became completely normal. 
Inhalations and electricity were utilized as aids in 
treatment. 

Of the 6 patients who had tracheotomy or syn- 
desmotomy performed, only 2 still wear the tubes, 
while the other 4 have recovered sufficiently to have 
them removed. The results so far as the voice was 
concerned were good in 8 cases, though some of 
these were very severe injuries. In some cases the 
patients remained aphonic, while in one case the 
voice became deeper and in one case speech demands 
considerable effort. A. Goss. 


Volkmann, J.: Gunshot Injuries of the Lung 
(Lungenschuesse). Deutsche med. Wchnschr., 1915, 
xli, 1413. 

Volkmann reported 93 cases of gunshot injury of 
the lungs at the meeting of the Stuttgart medical 
society devoted to military surgery; 6 of these 
died, a mortality of 6.6 per cent. Two of these, 
however, were complicated by severe injuries of the 
spinal cord, so that the deaths due to the lung 
injury were only 4.3 per cent. ‘The causes of death 
in the infected cases are empyema and pneumonia, 
in the non-infected ones secondary hemorrhage and 
pneumothorax. ‘Treatment consists of rest in bed 
and placing the injured side at rest with adhesive 
plaster strips; morphine and codeine given in- 
ternally. 

Hemothorax may be treated conservatively or 
punctured; not before the tenth to fourteenth day, 
and then every ten days, not more than 75 to 100 
ccm. being removed. If there are pressure symp- 
toms from the fluid 500 ccm. and more may be 
removed; if there is hemorrhage from the intercostal 
artery, tamponing should be done. If there is slowly 
rising fever empyema is suspected. Punctures 
should be made at different places, and if pus is 
found, resection should be performed. A closed 
pneumothorax is left alone or the air is removed by 
suction, an open one is closed if possible. The 
after-treatment consists of breathing exercises and 
gymnastics. 
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The patients should be watched and they should 
be advised to change their occupation if it makes 
any great demands on their lungs, as for instance 
trumpeters and mountaineers. Volkmann is:unable 
as yet to decide whether the more radical treatment 
that has been practiced recently gives better results 
than the conservative treatment formerly in vogue. 

A. Goss. 


Rieder, H.: Gunshot Wounds of the Lungs and 
Tuberculosis (Lungenschuesse und Lungentuber- 
kulose). Muenchen. med. Wchnschr., 1915, \xii, 1673. 


The prognosis of gunshot wounds of the lungs is 
comparatively good so far as immediate recovery is 
concerned, but there is no doubt that they leave the 
lung with a decreased functional capacity that tends 
to favor the development of tuberculosis later. 
There is no proof that there is such a thing as true 
traumatic tuberculosis. But existing cases of 
tuberculosis grow worse and a latent process, which 
perhaps the patient never knew of, may be awakened 
into activity by trauma. Roentgen examination 
often shows the presence of such an old tuberculosis 
in cases where it had not been clinically evident. 

The prognosis in post-traumatic tuberculosis is 
always grave. In order to prevent it patients after 
gunshot wounds of the lungs should be given a 
period of heliotherapy or sanitarium treatment. 
They should be protected as far as possible from 
contact with infection, should be given respiratory 
gymnastics for several weeks after the injury, and 
for several months periodical examinations should 
be made of the lungs, even when there are no 
symptoms. A. Goss. 


HEART AND VASCULAR SYSTEM 


Rhodes, G. B.: Suppurative Pericarditis. 
Surg., Phila., 1915, lxii, 660. 

Based upon a review of the literature, the author 
presents a discussion of the diagnosis and treatment 
of suppurative pericarditis. To the 73 cases al- 
ready collected by Eliot in 1909 he adds 11 cases 
from the literature and 2 of his own. 

About two-thirds of the cases occur in adults. 
The pneumococcus is the most common organism 
in infants; in older children and in adults the 
staphylococcus and the streptococcus seem to be the 
prevailing causative organisms. Almost any other 
organism may be causative. 

There are three arbitrary stages to the lesion. 
In the first there is a slight effusion without physical 
signs, leucocytosis, and constitutional phenomena 
alone giving evidence of trouble. 

In the second the sac is distended to the limits of 
normal elasticity, and this is the stage in which 
physical signs are ordinarily first observed. 

In the third there is great overdistention; to this 
stage Rehn has applied the name of Herzdruck. 
As this stage develops the patient shows great 
respiratory embarrassment and cyanosis. There 
may be orthopneea, pericardial pain, oedema of the 


Ann. 








372 


upper thorax, and in some cases pain and rigidity in 
the upper left abdomen. An irregular pulse is 
common and is due usually to great overdistention. 
The pulse becomes normal when tension is relieved. 
The heart is usually forced against the chest wall 
anterior to the exudate, though numerous cases in- 
cluding those of the author showed fluid between 
the heart and anterior wall. The leucocyte count 
runs high, 20,000 to 38,000. The X-ray is especial- 
ly valuable in early cases where the condition may 
simulate aneurism or purulent mediastinitis. 

Exploratory aspiration is strongly condemned; 
cases aspirated always die. The needle usually 
traverses normal pleura in entering the pus sac, and 
a fatal pleural empyema results. The heart may 
easily be punctured; the exudate may be too thick 
to pass through the needle. Moreover, aspiration 
as a diagnostic aid is unnecessary, the X-ray, 
leucocytosis, and temperature chart being sufficient. 

Cases submitted to early operation afford hope 
of recovery if no previous aspiration has been done. 
Complications such as pleural empyema, pyzmia, 
sepsis, and pneumonia are the usual causes of death. 
In the 86 collected cases the mortality was 47.7 per 
cent. 

For treatment the author advises the formation of 
a skin-flap and resection of the seventh costal car- 
tilage as suggested by Mintz in 1903. The exudate 
should not be allowed to escape too rapidly because 
of the danger in suddenly lowering intrapericardial 
tension. Free drainage must be maintained for a 
considerable length of time. The action of the heart 
makes this very difficult to accomplish. The author 
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suggests the use of rubber tissue rather than rubber 
tubing because of the danger of pressure necrosis. 
In his cases he irrigated daily and replaced the 
drainage in each sinus of the sac. Autopsy showed 
that this method provided efficient drainage. 

J. R. BucHBINDER. 


PHARYNX AND C&SOPHAGUS 


Finkelstone, B. B., and Ellis, T. L.: Report of a 
Case of (sophagotracheal Fistula. J. Am. 
M. Ass., 1915, Ixv, 2155. 


There are two forms of congenital occlusions of 
the cesophagus: one in which the upper and lower 
portions of the occluded cesophagus are connected 
by a fibrous cord, and the other in which the lower 
portion opens into the trachea or one of the bronchi. 
The case reported belongs to the latter class. 

The earliest symptoms were: vomiting in an 
apparently healthy infant; accumulation of mucus 
in the throat with gagging and asphyxiation; and 
coughing and choking immediately upon the in- 
gestion of food. 

No operation was attempted as gastrostomy seems 
of no avail, since any milk introduced into the 
stomach is apt to be discharged into the trachea. 

The necropsy showed a communication between 
the cesophagus and the trachea at the third tracheal 
ring from the bifurcation. The oesophagus was 
obliterated from the third to the fifth tracheal ring. 
Distal to the fistula the cesophagus extended in a 
normal condition to the stomach. J. H. Sxires. 


SURGERY OF THE. ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Funk, V. A.: Surgical Tuberculosis of the Ab- 
dominal Cavity. J. Indiana St. M. Ass., 1915, 
viii, 545. 

While tuberculosis of the abdominal cavity is 
no longer a clinical entity, the very frequent im- 
possibility of determining which organ is involved 
makes this a possible term covering a general symp- 
tom group. 

The strongholds of this disease are: the pelvic 
organs, the appendix, the mesenteric glands, the 
intestines, and the peritoneum itself. ‘The stomach 
is fairly immune to this type of infection, but Rov- 
sing is quoted as believing it not improbable that 
no small percentage of pyloric stenoses and ulcers 
of the stomach are of tubercular origin. The 
Peyer patches afford good lodgment for the infec- 
tion, but whether it be primary in these structures 
or in the intestines is a mooted question. Ravenel 
collected over 400 cases which were unmistakably 
primary in the intestine, the larger part of which 
occurred in the ileocecal region. Lockwood claims 
that 2 per cent of all cases of appendicitis are tuber- 


cular. Louis was the first to recognize and interpret 
the possibility of many of the peritonitis cases 
having a tubercular origin. By accident Wells 
in 1862 operated on a localized tubercular peritonitis, 
thus unwittingly laying the foundation for ‘many 
cures which have followed. 

In operating on these cases if the primary focus 
of the disease can easily be removed it is advisable 
to do so though the opening of the abdomen alone 
frequently suffices; but whether tuberculin or the 
X-ray is to be used in conjunction with or instead 
of the surgical measures in any particular case the 
physician must use tact and skill in the choice and 
carrying out of any method. C. D. Hotes. 


Kausch: Gunshot Wounds of the Abdomen in the 
Field (Ueber Bauchschuesse im Felde). Berl. 
klin. Wchnschr., 1915, lii, 1321. 

The majority of military surgeons at present hold 
that gunshot injuries should be operated on in the 
trench warfare if they are received within the first 
eight to twelve hours, if they can be operated upon 
under aseptic conditions, and if operating upon them 
does not necessitate putting off other more hopeful 
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cases, but most surgeons advise against operation 
when the armies are advancing or retreating. This 
was the position taken at the Congress of Military 
Surgeons in Brussels. Only Enderlen and Sauer- 
bruch advised operation while the armies were in 
motion. 

Kausch has worked in Belgium, France, Galicia, 
and Russian Poland, so that he has had experience 
under the most varied conditions. He advises 
operation in all cases of intestinal perforation, no 
matter whether the armies are entrenched or on the 
march. Most cases are not in a condition to be 
operated upon after twelve hours, but he has seen 
cases saved after twenty hours. While the progno- 
sis is quite bad even after operation, cases are saved 
that would have been lost without it, and he has 
never seen a case die after operation that had a 
chance of recovery under expectant treatment. In 
a series of 7 cases with very bad intestinal wounds he 
saved 3, even under the extremely bad conditions 
that exist at the Eastern front. Here where the 
sanitary conditions are so bad even an exploratory 
incision offers considerable danger, and it is not al- 
ways possible to make a diagnosis as to whether the 
intestine is injured or not. He has found that 
when the intestine is injured and even the slightest 
opening is made in the peritoneum, air is discharged 
through the opening. So he makes a very small 
skin incision and only the tiniest incision in the peri- 
toneum, in case the diagnosis cannot be made other- 
wise. If air is discharged he proceeds with the 
operation; if not the patient is net subjected to an 
operation, or even an incision that is large enough 
to involve any danger, and time is not lost that might 
be given to other cases. A. Goss. 


Quénu, E.: Treatment of Gunshot Injuries of the 
Abdomen (Du traitement des plaies de l’abdomen 
par. projectiles de guerre). Rev. de chir., 1915, 
XXXIV, 219. 

Quénu has previously published statistics col- 
lected from various sources in an endeavor to deter- 
mine the mortality from abdominal wounds under 
expectant treatment. But he found that the per- 
centages of recovery given in different series of 
cases varied from o to roo per cent, and that the 
descriptions of the cases were so indefinite that he 
could not tell whether the wounds were penetrating 
or non-penetrating. In the present article, instead 
of taking statistics from the front, he reports 62 
cases sent back from the hospitals at the front to 
Paris. He himself has seen all the cases except 
three reported to him by his friend Walther. Of 
the wounds 28 were found on examination to be 
non-penetrating, though they were marked pene- 
trating on the tags attached to them. 

Quénu points out that a wound cannot properly be 
called penetrating unless the peritoneal cavity is 
opened. An injury of the kidney, the rectum, or 
the extraperitoneal part of the colon is not pene- 
trating, though it is generally so labeled. Some of 
these men had been operated on before being sent 


back, and 5 were doubtful as to penetration, so 
there remain only 18 penetrating wounds evacuated 
without operation. The majority of the simple 
penetrating wounds, that is, those in which the 
peritoneum had been opened but no viscus injured, 
showed a hernia of the omentum through the wound, 
which ought certainly to have been operated on at 
the front if it were at all possible. Three of the 
patients with intestinal wounds arrived in such a 
serious condition that they died in a few days and 
another died on the way. 

Of the 14 remaining cases of penetrating wounds 
one had to have an emergency operation for peri- 
tonitis caused by gangrene of the eviscerated omen- 
tum; a second had to be operated on for peritonitis 
and intestinal occlusion; and a third for subphrenic 
abscess complicating liver abscess, which leaves 
only 11 cases. Of these, 5 were simple penetrating 
wounds. There were only 6 visceral wounds, and 
one of them was only a probable wound of the 
stomach, 3 others were slight injuries of the liver 
at a distance from the hilus, and the 2 cases of 
intestinal injury were posterior injuries of the colon 
and the opening in the peritoneum had been filled 
by visceral adhesions, so that they were exceptional- 
ly favorable cases. 

Quénu thinks that the study of these cases is an 
indirect but important argument in favor of opera- 
tive treatment of abdominal injuries at the front. 

A. Goss. 


Deaver, J. B., and Pfeiffer, D. B.: Peritonitis. 
N. Y. M.J., 1915, cii, 977. 


A proper understanding of peritonitis implies a 
thorough familiarity not only with the peritoneum, 
its anatomy, pathological physiology and bacteriol- 
ogy, but also with the diseases that give rise to it, 
and successful treatment can be based only on the 
most thorough understanding, for there is no rule of 
thumb which can be applied to such a protean con- 
dition. 

The pathology, prognosis, and treatment are dis- 
cussed, 

The authors are convinced that if cases of peri- 
tonitis were given the benefit of proper preliminary 
treatment by the physician in charge, practically 
the only mortality would be in the few cases which 
were denied the obvious need of surgical drainage of 
pus collections and those unfortunate enough to be 
subjects of a type of infection that no resources of 
medicine or surgery can control. 

The bacteriology of peritonitis has much to do 
with its outcome. The possible infecting micro- 
organisms almost run the gamut of the pathogenic 
bacteria. Most dreaded is the streptococcus. 

Whatever the bacteriology of the infection, our 
position is simply this—that when there is adequate 
reason to suspect pneumococcic peritonitis, we 
should the more willingly delay operation until the 
stormy symptoms subside, if they do subside, and, 
in the light of operative results in the same group of 
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cases, a fatal outcome would not cause us to regret 
not having operated precipitately. 

Clinically considered, peritonitis arises in almost 
every instance from one of four regions: the appen- 
dix, the pelvic organs, the pyloric region, and the 
gall-bladder. Many special causes exist, but if we 
confine ourselves to the organs mentioned, we shall 
have considered the major portion of the subject. 
The recognition of peritonitis secondary to disease 
of one of these organs is not often a matter of great 
difficulty if sufficient care is taken to make a careful 
examination. Everyone is familiar with the classical 
picture of peritonitis, but in this, as in so many other 
conditions, we are still shackled by the great but 
ancient masters of clinical description. That which 
counts in peritonitis is early recognition, and the 
classical picture is not that of an early, but an ad- 
vanced, stage of the disease. ‘The sign which has 
been most reliable is rigidity. We are always sus- 
picious of increased tension of a portion of the ab- 
dominal musculature. If definite rigidity, spasm, 
and tenderness are present, it is pretty safe to 
assume that some disease is present which has gone 
so far as to involve the peritoneum. The existence 
of symptoms indicating that an inflammatory 
process is going on within the body, such as fever, 
increased pulse-rate, and leucocytosis, is helpful 
but not essential. 

The prognosis in peritonitis is influenced chiefly 
by: (1) the type and degree of the infection, (2) the 
situation of the infection, (3) the time of operation, 
(4) the operation itself, (5) the pre-operative treat- 
ment, and (6) the post-operative treatment. 

As to the operation itself, the first function of the 
surgeon is to decide whether and when it should be 
done. It is at this point that physicians and sur- 
geons should meet. The prevalent practice of calling 
the surgeon only when it is has been decided that 
operation should be performed has many disadvan- 
tages. It causes delay in cases that should be operat- 
ed upon promptly and, on the other hand, it causes 
surgeons embarrassing experiences dodging opera- 
tions that physicians have concluded were necessary 
and so informed the patient. More surgical consul- 
tations without the necessary inference of operation 
would improve many of our results. 

It is impossible to lay down a general rule in all 
cases, but it may be said that it is seldom possible 
to act too quickly in peritonitis caused by the 
appendix or by a perforated gastric or duodenal 
ulcer, while in peritonitis of pelvic origin delay 
should be the rule. Peritonitis of rapid spreading 
character seldom comes from the gall-bladder. 
When present it is usually due to perforation, and it 
demands quick action. In the more common type 
limited to the adjacent structures, the mortality 
and results of operation are better if time is allowed 
for subsidence of the acute condition. 

Another important rule in the presence of acute 
peritonitis is to do the least that is consistent with 
the ends of operation and in the shortest time com- 
patible with good work. There is one exception to 
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this rule; namely, the performance of a gastro- 
enterostomy at the same time as the closure of 
a perforated gastric or duodenal ulcer. 

As to the post-operative treatment, the slogan 
should be “let him get well.” If the operation is 
properly timed and well executed, there will be 
little to do and the less done the better. A sharp 
watch must be kept for complications and symptom- 
atic treatment given for individual conditions as 
they may arise, but of routine measures there is 
little to say. The sitting posture, enteroclysis, 
nothing by mouth, and careful nursing are the 
important factors. Water, hot or cold, or cracked 
ice is used when peristalsis begins, as evidenced by 
the passage of flatus or staining of the fluid in the 
enteroclysis reservoir. Nausea, vomiting, and 
persistent regurgitation, or excessive upper ab- 
dominal distention or tympany call for the stomach- 
tube. Epwarp L. CornELt. 


Doerfler, H.: Symptomatology and Treatment of 
Pneumoperitonitis (Beitrag zur Symptomatologie 
und Therapie der Pneumoperitonitis). Muen- 
chen. med. Wchnschr., 1915, \xii, 1754. 

There is a form of infectious peritonitis in which 
gas collects in the free abdominal cavity outside the 
intestine, but it is so rare that it is scarcely touched 
upon in the textbooks. Doerfler reports a case in a 
44-year-old man who had been operated upon for 
scrotal hernia. After the operation signs of sub- 
acute peritonitis developed. The bowels moved but 
the distention of the abdomen was not reduced by 
the passage of gas. The distention was so great 
that it interfered seriously with the movements of 
the diaphragm, but the patient’s general condition 
and pulse remained good for three weeks and there 
was no vomiting. Repeated punctures were made 
but finally the patient died of septic peritonitis. 

On autopsy an encapsulated focus of peritonitis 
was found in the upper abdomen that could doubt- 
less have been evacuated if the abdomen had been 
ovened up, and thus the patient’s life saved. The 
peritonitis seemed to have originated in the stump of 
the omentum which had been resected during the 
operation. The infection was evidently due to a 
gas-forming bacillus, probably the bacillus aerogenes 
capsulatus, which may have gained entrance with 
the catgut during the operation. Doerfler pub- 
lishes the case with the purpose of drawing atten- 
tion to the possibility of such a pneumoperitonitis 
and to emphasize the fact that laparotomy is in- 
dicated. A. Goss. 


Crisler, J. A.: A Further Study in the Use of Iodine 
in Combating the Peritonitides. 7r. South. 
Surg. & Gynec. Ass., Cincinnati, 1915, Dec. 

Crisler states that surgeons of lesser note have 
automatically inherited the more virulent cases of 
peritoneal infections, since the great teachers of 
surgery and the better clinics, especially of the 
North and East have, of necessity, rightly divorced 
themselves from every pus case possible. 
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He uses a two and one-half per cent solution of 
iodine crystals in ninety five per cent alcohol, and 
as soon as the incision is made and the cavity 
reached, if pus is discovered in the peritoneal cavity, 
this solution is poured in immediately so as to 
thoroughly flood the infected area before any 
attempt is made to liberate the pathological tissue. 
With this method there is no danger of spreading the 
infection through mechanical means. The prin- 
cipal feature in this method up to the present has 
been to make perfectly sure that the iodine reaches 
well beyond the areas infected and also that the 
operation is being done in an immersed field, from 
which no further contamination can reach the 
healthy portions without first coming in contact 
with the solution. The amount of the solution used 
is dependent upon the extent of peritoneal infection; 
that is to say, if the infection is partially or complete- 
ly localized, two or more ounces may be sufficient 
to flood the field and render the necessary service. 
If, however, there is a wide spread of infection as 
in diffuse, septic peritonitis, the abdominal incision 
is retracted and elevated and the entire abdomen 
and pelvis literally filled with this solution, great 
care being taken to make sure that the drug reaches 
all of the fosse and recesses within the abdominal 
and pelvic cavities. This may require from eight 
to thirty-two ounces or more of the solution. After 
the focus of infection is dealt with, large towel 
sponges are inserted into the most dependent 
fosse and the excess solution and débris gently 
mopped out, avoiding scrubbing and trauma. Of 
course, in every case abundant drainage, Fowler 
position, and Murphy drip are employed. If 
there is profound toxemia saline hypodermoclysis 
is used also in order to more rapidly eliminate the 
toxins. 

The fact that Nature’s defensive elements are 
primarily active in an infected area within the 
peritoneum is manifested by the abundant out- 
pouring of leukocytes around the focus of infection. 
These phagocytes are victorious in so far as they 
are able to encompass and combat a given number 
of the invading bacteria. In progressive cases, 
however, these are soon overcome and are no longer 
defensive, but become offensive, in that they have 
been mastered by the virulent infecting organisms. 
A case may end by localization of the infective pro- 
cesses, provided the spread of infection is not too 
rapid and the resisting forces of the economy are in 
good fighting order. If this does not obtain, or if 
the localized abscess ruptures into the general cav- 
ity, it is evident that there is a more extensive in- 
fection, which may go on to diffuse or even general 
suppurative peritonitis. 

Large experience in the use of this drug and the 
clinical manifestations after its use in these cases, 
lead the author to firmly and conscientiously 
believe that the infected fluids that are free in the 
cavity are at once sterilized and that the absorption 
of toxins, which after all, is the sine qua non, mor- 
tuary factor of peritonitis, is immediately terminated 
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for at least twenty-four hours. Also an outpouring 
of serum and new phagocytes is immediately en- 
couraged. He is strengthened in this belief by the 
fact that a high temperature in these cases almost 
invariably falls in a few hours to normal or nearly 
normal. Then, too, there is an abundant serous 
drainage following, which is in excess of the usual 
drainage common in other methods. This tends to 
disgorge and in a measure wash out the subserous, 
cellular tissues, which may receive some beneficent, 
antiseptic effect through a process of osmosis directly 
from the iodine that has come in contact with the 
inflamed serosa. 

Robinson correctly describes the peritoneum as a 
veritable lymph sac. If it were not for stasis and 
clotting in these lymph capillaries, every case of 
intraperitoneal infection, however mild, would 
be rapidly fatal. By the iodine method of treat- 
ment, these lymph capillaries are immediately coag- 
ulated, it is believed, for a period of at least twenty- 
four hours, during which time there is no absorption 
of toxins from the peritoneal surface lymphatics. 

In Crisler’s wide investigation of the elimination 
of the iodine element, it has never appeared in the 
urine earlier than the eighteenth hour after its use 
in the abdomen -— then only in very small quan- 
tities. The height of elimination, which is almost 
entirely through the kidneys, is attained about the 
seventy-second hour. From this study the author 
conjectures that the absorption of toxins is held in 
abeyance for a like period. All the facts brought 
out by these studies, including clinical, physiological 
and chemical, combine to show the truth of this 
assertion. During this period there is developed 
in the patient an autoresistance and _ toleration, 
quite sufficient to overcome the disease. The 
author’s conclusions are: 

1. If it is true, as has been rashly advocated, 
that all cases of peritonitis will get well without the 
use of the iodine treatment then Crisler thinks the 
subject needs no further discussion. He has the 
following to say: ‘In our hands, we know beyond 
the question of a doubt that we have lost cases of 
peritonitis, before using this method, under the most 
careful and worthy surgical efforts of which we 
were capable. We know that since using this meth- 
od we have not lost cases that were seemingly 
parallel to the others in every respect. We really 
feel so sure of our position that we no longer fear 
the outcome of these desperate cases so long as the 
patient reaches us with even a fighting chance for 
life.”’ 

2. As to the question of toxicity from the drug 
when used in the abdomen, the author affirms most 
emphatically that in his experience there has never 
been the slightest toxic effect evident at any stage, 
nor was there the slightest evidence of iodinism in 
any case, even though the abdomen was washed out 
with as much as a quart of the solution, but 
little effort being made to remove the excess remain- 
ing in the various fosse. This observation includes 
hundreds of cases. 
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In answer to the question, ‘‘ How is it possible 
to use an irritating chemical of sufficient antiseptic 
strength to destroy bacteria in the abdominal fluids, 
pouring it over and soaking it in the delicate en- 
dothelial linings, without producing an excoriation, 
from which, if the patient survived, there would be 
innumerable adhesions, producing a condition that 
would be probably worse than the one for which the 
remedy was intended to cure?’ Crisler says: 
“This is the hardest argument of all to answer and 
deserves the most credit and consideration. To be- 
gin with, we have all seen the resulting effects in 
the way of adhesions which have followed a cured 
case of peritonitis without the use of the method 
and have been astonished at the multitude of ad- 
hesions and have wondered how the intestinal tube 
could possibly functionate in the midst of them. 
In 42 secondary operations (done mostly for ventral 
hernia) in which the iodine method was used, no 
cases were found to have, at any time, any serious 
adhesions whatsoever, beyond the ordinary omental 
adhesions in the hernial sac and around the hernial 
opening. The gratifying findings and the general 
good condition of the cases upon whom the secondary 
operation was done, has led to the hope and even 
the belief that the iodine method in treating perito- 
nitis actually prevents adhesions. Whether or not 
the prolonged weeping of the peritoneum accounts 
for this it is impossible to say at present, as the 
author is not sure that the 42 cases mentioned would 
be asufficient index upon which to base a conclusion, 
even though they represented some of the worst 
cases in which the solution was used most liberally. 


Gale, S. S.: Some Observations on Drainage of the 
Peritoneal Cavity. Virg. M. Semi-Month., 1915, 
XX, 435: 

The author touches upon the subject of peritoneal 
drainage, having recently had four cases of per- 
forative gangrenous appendicitis. He believes 
that we drain our cases of peritoneal infection too 
long, that drainage of the peritoneal cavity for 
more than a very few hours is a physical impos- 


sibility. J. R. BucuBinver. 

Macmillan, J. A.: Peritoneal Adhesions and Their 
Relation to Intestinal Stasis. Proctologist, 
1915, ix. 213. 


The following are found to be etiologic factors in 
intestinal stasis: 

1. Adhesions drawing the lower end of the ileum 
downward. 

2. Adhesions causing displacement of the cacum 
towards the median line. 

3. Adhesions drawing down the transverse colon 
so that a portion of it is made to lie parallel with the 
ascending or descending colon. 

4. Adhesions fixing a loop of the sigmoid flexure 
in the abdomen above the brim of the pelvis. 

These four conditions are types of cases that are 
common and when any one of them occurs there 
will be a form of chronic constipation that will re- 
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sist all forms of treatment except the removal of the 
adhesion. 

Undoubtedly there are other portions of the in- 
testine in which displacement and fixation will 
produce stasis. The determination of the ad- 
hesions which have this pernicious effect depends 
upon a detailed study of each case. 

It is quite probable that when these cases are 
subjected to analysis, it will be possible to place 
them all in a comparatively few classes, and the 
diagnosis will be complete when the particular case 
is found to belong to a certain type. 

Epwarp L. CorNeELL. 


Fairfield, W. E.: An Operation for the Cure of 
Hernia Between the Abdominal Recti. Surg., 
Gynec. &F Obst., 1915, xxi, 777. 

The overlapping of fascie in the treatment of 
hernia is wrong in principle, as fascia does not tend 
thus to unite. The utilization of muscle tonus is the 
great desideratum. The present operation is appli- 
cable to all forms of hernia between the recti and 
depends essentially upon the conversion of the two 
fascial spaces containing the recti into one space, 
by a procedure which is the counterpart of the suture 
operation in a gastro-enterostomy, and in which the 
muscle sheaths perform the office of the stomach and 
intestine. Nothing is cut away. 

1. The first row of continuous suture finds strong 
anchorage in the uncut sheaths. 

2. The sheaths are split with scissors about 
one fourth inch external to the first row and the 
inner fascial flaps are united by a second continuous 
suture. 

3. The outer fascial flaps are then united to each 
other, thus throwing the two muscles into one com- 
partment. 

4. Figure-of-eight tension sutures are made to 
include the skin and subcutaneous tissues in the 
outer loop, and the muscles are enclosed in their 
sheath in the lower loop. 

The patient is kept in bed for three weeks and 
wears a binder thereafter only if she has a pendulous 
abdomen. 

This operation differs from others in that — (1) 
no tissue is cut away; (2) like structures are united 
to like; and (3) the result is a supporting mass of 
muscles antagonizing hernial protrusion. 


DuBose, F. G.: A New Operation for Umbilical 
Hernia. Surg., Gynec. &F Obst., 1915, xxi, 771. 

DuBose calls attention to the réle played by the 
tendinous and ligamentary supports of the umbilical 
fascia in the production of recurrences after opera- 
tion for cure of umbilical hernia. 

The operation proposed restores the lines of 
traction so that the forces exerted at this point 
have a tendency to close the lines of aponeurotic 
approximation rather than to pull them apart. 
Two transverse incisions are made, one at the upper 
and the other at the lower margin of the umbilical 
ring, paralleling each other; thus making two lateral 
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Fig. 1. Purse-string suture in stump of hernial sac, dotted 
lines indicating proposed transverse incisions. (DuBose.) 


fascial flaps which are mobilized and sutured 
together. The upper and lower fascial edges are 
approximated, overlapping the lateral flaps, form- 
ing a double aponeurotic wall with suture lines at 
right angles. 

The round ligament of the liver above and of the 
urachus and obliterated umbilical arteries below 
are anatomically restored in the approximation 
sutures of the lateral flaps. Backward traction 
above and below by these ligaments tend to close 
and not pull apart the line of union. In the second 
or outer suture line in the aponeurosis traction from 
above and below by the linea alba which would 


Fig. 2. Lateral flaps mobilized, sutures inserted. 


(Du- 
Bose.) 


tend to pull the edges apart is neutralized by lateral 
traction force exerted by the tendinous intersec- 
tions of the recti at the ends of the suture line. 


Judd, E. S.: Subdiaphragmatic Abscess. J.-Lancet, 
IQ1I5, XXxv, 619. 

The symptoms produced by these abscesses vary 
greatly; in many cases there is more or less of a 
general toxemia with intermittent temperature, 
chills, and constant and marked leucocytosis; often 
the local symptoms do not appear until late. If 
the condition is the result of perforating ulcers, the 
previous history of ulcers will help in making the 





Fig. 3. Sutures inserted in upper and lower edges of 
aponeurosis. (DuBose.) 


Fig. 4. Closure of superficial aponeurotic layer, with 
figure-eight sutures inserted. (DuBose.) 
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diagnosis. If it is the result of infection in the ap- 
pendix, the symptoms will depend on when the pa- 
tient is seen. If the subphrenic abscess is present 
at the time of the operation on the appendix, it 
will usually be discovered. Undoubtedly, in some 
of these cases in which the subphrenic infection is 
not a direct extension from the appendiceal infection, 
the subphrenic abscess has not been discovered at 
the time of the first operation. 

A subphrenic abscess is not infrequently associ- 
ated with, or the result of, other infections in the 
peritoneal cavity. The author emphasizes the im- 
portance of being on the lookout for these abscesses 
in connection with all types of septic conditions, 
no matter where the primary focus may be located. 

Free drainage should be instituted as soon as the 
diagnosis has been established. The operator 
should plan an inci ion which will offer the most 
direct access to the abscess cavity. More often 
this will be posterior, and the dissection will extend 
upward. At times it will be necessary to drain 
through the pleura; and then it will be best to care- 
fully suture the intercostal muscles to the diaphragm 
before opening the abscess, or to pack gauze down 
through the pleura to the unopened abscess, and 
leave it in place for several days to form protective 
adhesions before opening the pus cavity, in this way 
shutting off the pleural cavity from infection. 
When the abscess is opened there will usually be a 
gush of a large quantity of pus, and a good-sized 
cavity will remain. If the drainage-tubes are re- 
moved too soon, the opening will close over, and the 
pus will again accumulate, requiring secondary 
drainage. These abscess cavities, especially if the 
abscesses are of long standing, should be treated 
in much the same way as empyema cavities are 
treated, and the drainage-tubes should be kept in 
place for a considerable period. The surrounding 
viscera having been displaced for some time be- 
come firmly adherent in their new position, but it 
requires more than a few days for the space to be- 
come obliterated. 

The subphrenic abscess is attended with con- 
siderable mortality. The unfortunate results are 
often due to the fact that the condition was not 
diagnosed until the infection had become too ex- 
tensive to be relieved by drainage. 


GASTRO-INTESTINAL TRACT 


Udaondo, C. B.: Clinical Diagnosis of Gastric 
Ulcers (Diagnostico clinico de las Ulceras del 
Estomago). Rev. Asoc. Med. Argentina, 1915, 
xxiii, 1178. 

The author considers it extremely difficult to 
make a diagnosis of uncomplicated gastric ulcer, 
based upon the subjective symptoms or those re- 
vealed by the external surface of the epigastrium. 
Symptoms of ulceration are markedly evident in 
some cases, while in others there are absolutely no 
clinical symptoms. ‘The mere presence of a hemor- 
rhage does not indicate a process of ulceration of 
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recent formation; in three cases he operated upon 
he has discovered the presence of callous ulcers. 

Six hundred cases of Moutier (Mathieu’s clinics) 
are cited, in which to per cent of the cases only 
showed a sudden onset with crises of intense pain or 
hemorrhages. 

The author’s statistics showed pain was a constant 
symptom in 97.3 per cent of the cases. Cessation 
of pain upon eating is not considered by him con- 
stant, nor of any importance in the diagnosis. 
Moynihan’s hunger-pain was observed by him with 
relative frequency, not only in duodenal ulcer but in 
gastric ulcers as well. He does not attribute great 
importance to the classical radiation of the pain, 
which he found to vary greatly. On the other hand, 
periodical pains with normal digestive intervals, 
are of assistance in diagnosis. In Argentine, a 
country essentially carnivorous, the phenomena of 
hyperchlorhydric pains predominate. Spontaneous 
vomiting was noticed in 54.2 per cent of the author’s 
observations and were associated with a localized 
painful spot, which findings are of great importance 
in the diagnosis of gastric ulcer of any location, and 
especially for juxtapyloric ulcers. Hamatemesis is, 
no doubt, one of the cardinal symptoms of ulcer, 
but Udaondo considers it an exceptional symptom, 
as he does not think it constant. Out of 59 cases, 
the diagnoses of which were controlled by operation 
and necropsy, he has observed only 10 cases of 
gastrorrhagia. On physical examination, the author 
noticed quite frequently that in ulcers of the lesser 
curvature there was an increased resistance of the 
left rectus muscle, in marked contrast to the right 
rectus. This interesting sign he found most fre- 
quently in ulcers with a tenacious perigastritis. 

The author does not consider the finding of the 
dorsal point in patients with ulcer of great diagnostic 
value although Boas popularized it and found it ina 
third of his cases. Of 59 cases, only 2 showed a clear 
dorsal pain, both had ulcers of the lesser curvature, 
one in the cardiac vicinity, the other in the median 
line. The use of the sound—by many .contra- 
indicated in these cases—did no harm, although 
it gave rise to gastrorrhagia afterward. Hyper- 
acidity was found by the author in 64.4 per cent of 
his cases. The investigation of the antiferments in 
the bloody gastric contents is, in his opinion, only 
of relative importance. The presence of occult 
hemorrhages in the gastric content or in the retained 
liquids, he considers of the utmost importance in 
establishing the diagnosis. It appeared in 72 per 
cent of his cases. 

The finding of a small quantity of acid, with or 
without a residue, he has noted more frequently 
than gastro-succorrhoea and also in distant pyloric 
processes. Sounding on an empty stomach re- 
sulted in securing from 20 to 100 ccm. of acid fluid, 
rich in ferments and with microscopical residues. 
The author also observed in four patients the 
coexistence of a continuous and digestive hyper- 
secretion in juxtapyloric ulcers. 

Statistics of 29 cases of ulcers of the lesser curva- 
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ture, showed acid fluid retention varying between 
16 to130ccm. No absolute diagnostic value should 
be attributed to the perversion of gastric motility. 

A methodical examination of the faces has en- 
abled the author to recognize a latent ulcer in three 
cases, although the patients showed only symptoms 
of dyspepsia. 

The author is of the same belief as the French 
scientists that the process of a pyloric ulcer is 
analogous to that of the duodenum and that a dis- 
tinction can only be made in lesions situated at a 
distance from that orifice. 

The molecular concentration of the residual fluids 
according to Winter’s technique, is without doubt 
of value in the determination of pyloric ulcer, 
knowing that the figure of concentration of a pure 
secretion is 0.012. 

The localization of ulcer of the lesser curvature 
can in some cases be made clinically; the majority 
of them, however, require radioscopic confirmation. 
He found that the subjective localization was never 
constant nor clearly defined. The majority of his 
cases showed phenomena of hypervagotonismus, 
exteriorized clinically by a pyloric spasm, small 
retentions, bradycardia (a pulse of 50 to 60), and 
miosis. 

The four conditions that may be confounded with 
gastric ulcer are: duodenal ulcer, cancer of the 
stomach, cholelithiasis, and gastric neuroses. 

The diagnosis of the cancerous change of an ulcer 
he found to be extremely difficult; he could only 
base the diagnosis on presumptions. The palpation 
of a tumor even is not a sure sign. 

In conclusion, the author states his belief that 
gastric ulcers are easily recognized in the majority 
of cases. Ulcers of slow development and vague 
symptomatology require repeated and extensive 
examinations. Although the signs mentioned by 
the author are uncertain, yet in conjunction with 
the particular syndromes, they will reveal in part 
the nature of the lesion. All depends on the sagacity 
of the clinician. Raout L. Vrioran. 


Warren, R.: Perforation of Gastric and Duodenal 
Ulcers. Lancet, Lond., 1915, clxxxix, 1239. 

The author bases his observations on 40 personal 
cases of acute perforation of gastric and duodenal 
ulcers. All were operative cases and in the series 
there was a mortality of 35 per cent. There is a 
striking difference in the mortality of gastric and 
duodenal ulcers, the former showing a 54 per cent 
mortality and the latter 25 per cent. Of the 40 
cases, 29 were men and 11 women. In the women g 
had gastric ulcers and 2 duodenal; of the 29 men, 
25 had duodenal ulcers and 4 gastric. The youngest 
gastric ulcer patient was seventeen years of age; the 
youngest duodenal ulcer patient was twenty-two. 

The author’s experience has been similar to that 
of others, in that there is a definite area of election, 
the perforating ulcer almost always occurring be- 
tween a point about one-fourth inch on the gastric 
side of the pylorus to about one inch down the 
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duodenum. ‘They are usually on the anterior sur- 
face. He is not able to speak with any positiveness 
as to the chronicity of the ulcer in these acute per- 
foration cases, the very acuteness of the condition, 
with the hard cedematous area surrounding the 
ulcer, making any opinion as to the duration of the 
ulcer, based on the physical findings, decidedly 
problematical. 

He brings out nothing new in the question of 
diagnosis but emphasizes the most important 
point, that is, the persistence of rigidity, even in the 
subsidence of pain and other symptoms, and he 
states that he has never seen a case where the 
rigidity passed off even for a time. In estimating 
the prognosis of a given case he thinks that the most 
concrete sign is the pulse-rate, and although in 
certain instances the sign fails, yet in the majority 
of cases if the pulse is over 120 the prognosis may 
be looked upon as bad, and Warren’s statistics bear 
out this statement. 

He confirms the observation of others in regard 
to the time elapsing between perforation and op- 
eration; that is, operation during the first twelve 
hours of the attack is much more liable to be followed 
by recovery than operation undertaken later. He 
does not refer to the rather important point that 
patients who survive, following operation later than 
24 hours, would probably have had a fair chance of 
recovery without operation. 

Regarding actual operative treatment, intraspinal 
anesthesia was occasionally employed, but ap- 
parently the author was not very favorably im- 
pressed with it. 

What would probably be a rather useful point to 
remember, in certain cases which are not quite 
characteristic, is his advice to first explore the ap- 
pendix through a small split muscle incision, as an 
acute appendicitis is the most likely condition to be 
confused with perforated ulcer. If the appendix is 
found innocent he uses this small incision as a means 
of pelvic drainage. 

In the closure of the ulcer he refers to the ad- 
vantages in certain cases of a graft of detached 
omentum. Regarding the advisability of a gastro- 
enterostomy at the same time, he believes that if the 
patient’s condition will permit of this procedure it 
should be done, and agrees with other writers on the 
subject, that it improves the prospects of ultimate 
success. 

He believes that there is a definite field for je- 
junostomy in these cases, and where the patient’s 
condition is not only bad but has been impoverished 
by poor digestion previous to the catastrophe, he 
advocates a jejunostomy to obtain the advantage 
of immediate fluid nourishment. Although the 
actual results in his own cases would not seem to 
support this contention, yet it must be remembered 
that jejunostomy was employed only in the most 
serious cases. In the tabulated results of the dif- 
ferent types of operation it is evident that closure 
of the ulcer combined with gastrojejunostomy has 
given by far the best results. D. C. BALFour. 
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Finochietto, E.: Surgical Treatment of Gastric 


Ulcers (Tratamiento quirurgico de las ulceras 
gastricas). Rev. Asoc. Med. Argentina, 1915, xxiil, 
1363. 


The proper surgical treatment of gastric and 
duodenal ulcers is gastro-enterostomy, in the au- 
thor’s opinion. The operation done under favor- 
able conditions is of little gravity and the results 
most satisfactory. 

The mortality rate in the author’s cases was 5 
per cent. Early diagnosis and surgical indications, 
as well as a perfected technique should reduce the 
number of bad results. He considers that from 70 
to 80 per cent of the cases are entirely cured by op- 
eration. Other patients (15 to 20 per cent) have a 
persistency of some of the symptoms which require 
a severe dietetic régime for a long period of time and 
medicinal treatment continued with regularity. 

The persistency of symptoms or their recurrence 
was noticed in 5 to 8 per cent of the author’s cases. 
The surgeon should bear in mind the fact that gas- 
tro-enterostomy is not an anodyne operation, but 
besides establishing an abnormal communication 
between two points of the gastro-intestinal canal 
which are not usually continuous, changes occur in 
the chemistry of the stomach which are of great 
importance. The author has seen in a patient a 
coincident sigmoidorectal haemorrhage and _ ex- 
cruciating epigastric pains during the digestive 
periods. The gastric pains were due to adhesions 
between the omentum and the genital organs and 
disappeared after the necessary operation. In 
other cases he noticed that the gastric crises were 
due to the presence of a twist in the terminal part 
of the ileum. Peptic, jejunal, or gastrojejunal 
ulcers may result at the place of anastomosis, due 
to errors in technique or to a bad selection of the 
seat of implantation of the new opening. The 
author found this disagreeable sequel of gastro- 
enterostomy present in from 2 to 3 per cent of the 
cases operated upon, and no matter to what ex- 
tent modern technique has been perfected, such 
occurrences have not been totally eliminated. 
Gastrojejunostomy by implantation has been entirely 
abandoned, because it impedes the passage of bile 
to the stomach and consequently the neutralization 
of the acid content of the stomach, the wound and 
a few centimeters of the jejunum remaining exposed 
to a constant irritation by these juices. 

In his operations for this condition, the author 
makes use of anastomotic buttons, so as to avoid 
imperfect coaptation of the mucous margins or 
their excessive constriction by the sutures. A 
jejunal ulcer which he found at a second operation, 
he believes was the result of a gastro-intestinal op- 
eration. 

The author agrees with W. J. Mayo that a peptic 
ulcer is mostly due to the non-absorbed suturing 
material, and he found this condition existent at the 
level of the anastomosis, three years after the first 
operation. He found that the surgical treatment of 
duodenal ulcers gave excellent results. The opera- 
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tion the author prefers is gastro-enterostomy with 
or without any additional manipulations at the 
level of the ulcer. 

He further cites Doyen’s operation of pyloro- 
gastroduodenostomy, the technique of which was 
perfected of late by Finney and finally by Gould. 
Its results he does not consider to be superior to 
those following a gastro-enterostomy. He approves 
of and practices with satisfactory results the in- 
vagination or infolding at the level of the ulcer, 
generalized by Moynihan and W. J. Mayo, modify- 
ing the relationship between the ulcer and the perito- 
neal serosa. The author quite frequently performs 
a similar manipulation of all the neighboring organs, 
stomach, biliary vesicle, greater omentum, in cases 
in which he fears perforation and in which it is not 
possible to perform the invagination of the duodenal 
parietes only. He considers the excision of the 
ulcer as a complement to gastro-enterostomy of no 
value as far as a possible degeneration of the ulcer 
into cancer is concerned; however, he considers im- 
portant the avoidance of perforation or hemorrhage 
of the ulcer. 

The derivative action of gastro-enterostomy is 
negligible when there exists at the pylorus an or- 
ganic obstacle or a spasmodic condition; in the latter 
Finochietto found the effect of the operation to be 
intermittent. In his opinion, the exclusion of the 
pylorus can not better in any way the physiologic 
changes occurring, such as the presence of bile in the 
stomach, and the author considers it an unnecessary 
complication and affirms that the removal of the 
pylorus offers no advantage or improvement over 
a simple gastro-enterostomy. 

Surgical treatment of gastric ulcer at the oppor- 
tune time is by far the safest procedure, thus avoid- 
ing grave complications, so frequent, and the pos- 
sible degeneration of the ulcer into cancer. 

The author believes that all operations for ex- 
cision of ulcer or cancer of the stomach should be 
accompanied by gastro-enterostomy. When the 
ulcer is situated in the vicinity of the pylorus, the 
author prefers to perform a pylorectomy and gas- 
tro-enterostomy (operation of Rodman). 

Raout L. Vrioran. 


Walscheid, A. J.: Report of a Case of Visceral 
Ptosis Cured by Rovsing’s Operation. Jnter- 
nat. J. Surg., 1915, xxviii, 383. 


The author reports a case of marked ptosis 
involving the stomach, transverse colon, and liver. 
A gastropexy was done by the Rovsing method 
(fixation of the entire wall of the stomach to the 
anterior abdominal wall), a hepatopexy by sus- 
pension of the liver by its round ligament, and a 
colopexy by suturing the upper surface of the 
transverse colon to the greater curvature. Nine 
months after operation the patient had gained 
eleven pounds in weight, had no more gastric dis- 
turbance, and the constipation which had been ob- 
stinate was apparently cured. 

Henry J. VAN DEN BERG. 
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Walton, A. J.: The Clinical Aspects of Visceropto- 
sis. Brit. J. Surg., 1915, iii, 185. 

For the purpose of throwing light on the question 
of differential diagnosis in the various clinical forms 
of visceroptosis, Walton has analyzed a series of 
67 cases. 

In the series, 29 cases were diagnosed as appen- 
dicitis: 16 as chronic and 13 as acute. 

1. In the 13 cases of acute appendicitis, only 2 
were in males; the average age was 17. 

In a typical case, there would be severe abdom- 
inal pain, localizing in the right iliac fossa, vomiting 
and constipation. The temperature of the major- 
ity was about 99°; in one case only was it over 101°. 

In all cases there was deep tenderness over the 
appendix. In 5 cases there was well marked rigid- 
ity in the right iliac fossa, and in one there was a 
definite mass simulating an abscess. 

At operation, in all cases the appendix was found 
free from acute inflammatory change, and in the 
majority it was perfectly healthy in appearance. 
However, in all instances the c#cum was remark- 
ably mobile. Jackson’s membrane was always 
present, and in 2 cases the so-called Lane’s kink 
was present. 

The operation in all cases consisted in appendec- 
tomy and division of the membrane. In every 
case, within 12 hours, the temperature fell to normal 
and the pain disappeared. Microscopical examina- 
tion of the appendix showed no definite inflamma- 
tory change. 

In 7 cases, after four to six weeks’ relief, slight 
symptoms recurred but could be relieved by the 
use of liquid paraffin, abdominal massage, exercise, 
and wearing a belt. 

2. In the 16 cases of chronic appendicitis, 13 
were females, and the average age was 28.5 years. 

In a typical case there would be a history of 
repeated attacks of pain, the first being the most 
severe, but growing more frequent until the pain 
persisted almost continuously. Most commonly, 
however, the patient would not be in bed over a few 


days. Vomiting was a marked symptom, with no 
relief from the pain. There was no rise of tempera- 
ture. 


On examination, it was usually noticed that the 
patient was poorly built, a long, narrow waist and 
a narrow costal angle with deficient muscular 
development. There was deep localized tenderness 
in the right iliac fossa and frequently the right 
kidney was easily palpable. 

At operation, the conditions of the previous sec- 
tion were found, with the exception that Lane’s 
kink appeared more frequently. Similar operative 
procedures were used. Five cases were completely 
cured, in 3 the symptoms disappeared, and the re- 
maining 8 all report a return of symptoms, relieved, 
however, by wearing an abdominal belt, by liquid 
paraffin treatment, etc. 

In the diagnosis, the moderate rigidity, the slight 
pyrexia, and, if the attack has existed for some days, 
the absence of symptoms of local abscess will aid in 
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differentiating from acute appendicitis. 
ful cases, operation is advised. 

In the chronic form, the recurrent attacks of 
moderate intensity, pain localized from the begin- 
ning in the right iliac fossa, its persistence between 
attacks, absence of temperature, superficial tender- 
ness and rigidity, with the presence of a visceropto- 
tic build, should diagnose the case. 

There were 27 cases resembling gastric ulcer, 5 of 
which had a gastric or duodenal ulcer in addition 
to visceroptosis. In the remaining 22 cases, 18 
were female and 4 male, with an average age of 36. 

There would be a history of several attacks ex- 
tending over years, with a moderate amount of dis- 
comfort and flatulence more or less continuously. 
The attacks would not last long, and, as a rule, the 
longer the pain, the longer the free intervals. In 
the attacks, there would be acute epigastric pain 
radiating upward or downward, often occurring 
immediately after eating. In a majority of cases, 
the pain persisted throughout the day. Relief was 
often obtained by alkalies and at times by a recum- 
bent position. Food relieved the pain in only one 
case. Vomiting was a common symptom, some- 
times partly relieving the pain and frequently not at 
all. In 11 cases, hematemesis was present, often 
severe, and probably due to small multiple erosions 
in the gastric mucosa (Bolton). Anorexia was 
frequent during the attacks. 

In 15, a test-meal was taken: 8 showing diminished 
total acidity and 7 showing normal contents. 

On examination, the visceroptotic build was 
common (long narrow abdomen, high, narrow costal 
angle, and distended stomach). One or both kid- 
neys were usually mobile. 

At operation, no ulcer was found, the stomach was 
prolapsed, U-shaped, with spasm of the pylorus. 
The cecum was freely movable, with Jackson’s 
membrane and Lane’s kink. 

The appendix was removed and the membranes 
divided. In one case with excessive pyloric spasm, 
a gastro-enterostomy was done, and in 2 cases with 
movable kidneys, a nephrorrhaphy was carried out, 
The results, as a whole, were unsatisfactory; the 
symptoms returning after two to six months. In 
certain cases wearing a belt afforded some relief. 

In uncomplicated cases, the diagnosis of viscerop- 
tosis is based on the shorter, less well-defined at- 
tacks; the persistence of pain and flatulence between 
them, the lack of relief from vomiting; the lack of 
relationship of the pain to food; and the diminution 
of free HCI in the test-meal. 

There were 6 cases resembling cholelithiasis, 4 
females and 2 males, with an average age of 45. The 
usual symptoms were daily indigestion, flatulence, 
and epigastric fullness coming on-with the ingestion 
of food. Vomiting was slight. In 3 cases, the 
pain was severe, colicky in type, and radiated to the 
back; 2 of these cases had movable kidneys, the 
fixation of which stopped the pain. In only one 
case was there blood in the stools. On examina- 
tion, the conditions previously described were found. 


In doubt; 
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Occasionally there would be a slight tenderness over 
the upper right rectus. At operation the same 
conditions found in the previous sections were pres- 
ent. The after-results were likewise unsatisfactory 
and belts did not afford much relief. 

The diagnosis of this condition rests mainly on 
the clinical examination. The gall-bladder is not 
enlarged, there is no Murphy’s sign, and no super- 
ficial tenderness posteriorly. There is, however, 
the visceroptotic appearance and findings. 

There were 5 cases resembling cancer of the stom- 
ach, 4 males and 1 female, with an average age of 
55. There was a history of constant epigastric 
pain for only a few months, increased by food, at 
no times severe, and rarely present at night. There 
was frequent vomiting of small amounts, with no 
relief. Considerable regurgitation of gas, disten- 
tion, and flatulence were also present, but were 
relieved by vomiting. In one case only was there 
blood in the vomitus, with blood in the stools as 
well. There was anorexia and loss of weight. 
Stomach analysis showed no trace of free HCl in 4 
cases, with a variable total acidity. 

On examination, there was considerable wasting 
and some anemia noticed. No tumor was palpable, 
but a certain amount of epigastric tenderness and 
rigidity was observed. Knee-jerks were normal. 
At operation, no evidence of carcinoma or other gas- 
tric lesion was found. However, the usual signs of 
visceroptosis were pronounced. ‘The operative pro- 
cedures consisted merely of the division of bands 
and adhesions. The results were unsatisfactory. 
The symptoms returned and in one or two cases 
were relieved by a belt. 

This condition is very difficult to differentiate, as 
the condition may simulate cancer in all details. 
Exploratory laparotomy in doubtful cases is always 
indicated. 

The conclusions are as follows; 

1. Visceroptosis commonly simulates organic 
lesions of the appendix, stomach, and gall-bladder. 

2. Except in gastric cancer, a differential diagno- 
sis is possible. 

3. Occasionally visceroptosis coexists with an 
organic lesion, making a diagnosis very difficult. 

4. Operative results are unsatisfactory; if in 
doubt, operate; otherwise medical treatment should 
be instituted. 

5. Incases resembling gastric cancer, early opera- 
tion is advisable, lest an early neoplasm be over- 


looked. P. M. CHASE. 

Zander: Stomach Surgery (Beitraege zur Magen- 
chirurgie). Muenchen. med. Wcehnschr., 1915, \xii, 
1435. 


Zander discusses some important points in the 
differential diagnosis of stomach diseases. A 
history of a short course of the disease indicates 
carcinoma, a long course ulcer. If the disease be- 
gins in middle or old age it is indicative of carcinoma. 
In such cases time should not be lost in long-con- 
tinued observation and attempts at treatment, but 


INTERNATIONAL ABSTRACT OF SURGERY 


operation should be advised at once. Roentgen 
examination is also important in the differential 
diagnosis. Zander reported 85 stomach cases 
that he had operated upon. In ulcer of the pylorus 
gastro-enterostomy is indicated, but in ulcers at a 
distance from the pylorus gastro-enterostomy is 
inadequate and resection is to be preferred. Resec- 
tion should be performed in cases of callous ulcer 
where carcinoma cannot be excluded with cer- 
tainty. 

The author believes with Aschoff that ulcer rarely 
undergoes transformation into carcinoma. He is 
not very well satisfied with the results of gastro- 
enterostomy in carcinoma. 

Two classes of carcinoma are to be distinguished : 
small scirrhous carcinoma of the pylorus, and large 
ichorous tumors. The former gives the clinical 
symptoms of stenosis of the pylorus, and the re- 
sults of gastro-enterostomy are excellent, but in the 
latter gastro-enterostomy is not very effective. 
The signs of stenosis disappear, but pain persists on 
account of adhesions to the pancreas and other 
organs, and the patients die, generally in a few 
months, with signs of auto-intoxication from the 
broken down tumor. Therefore the author be- 
lieves, as do a number of other surgeons, that the 
indications for radical operation in carcinoma of 
the stomach should be extended. Even if the pa- 
tients cannot be cured by removal of the tumor they 
can be relieved of symptoms and life be preserved 
for a longer time than by gastro-enterostomy. 
The great fear of extensive lymph-gland metastases 
is not justified. The reason gastro-enterostomy is 
generally preferred is that it is less dangerous and 
can be performed quicker. Resection is more dan- 
gerous, more difficult, and takes longer. The 
author prefers sewing the intestine into the open 
lumen of the resected stomach. This saves time 
and is safer and cleaner than any other method he 
knows of. He has used it in 20 cases of advanced 
carcinoma. 

In the discussion Fie.itz disputed Zander’s 
conclusions with reference to the radical treatment 
of stomach carcinoma. He thinks resection should 
be performed only in very favorable cases, other- 
wise gastro-enterostomy should be done, for the 
mortality of resection is greater and the patient is 
relieved only for about the same length of time as 
by gastro-enterostomy. In resection he prefers 
the method of suturing the two stumps of the 
stomach together by Kocher’s method. A. Goss. 
Boughton, G. C.: Intestinal Stasis. Internat. J. 

Surg., 1915, Xxviii, 386. 

Intestinal stasis results in toxic absorption causing 
definite symptoms of the circulatory system, 
gastro-intestinal troubles (flatulence and constipa- 
tion), abdominal pain, and tenderness and malaise. 

Visceroptosis, caused by the erect posture in 
man, produces non-inflammatory adhesions and 
bands. As a direct result of preternatural strain 
these adhesions are not equally strong, consequently 
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the bowels are not held up equally, therefore kinks 
are formed which lead to some degree of obstruction. 
These kinks occur at definite points: 

1. The third portion of the duodenum. 

2. The lower end of the ileum. As a result of 
ileal stasis bacteria normally confined to the large 
intestine ascend the ileum, giving rise to decom- 
position of its contents. 

3. Hepatic flexure and the first part of the 
transverse colon caused by bands running from 
the undersurface of the liver down to the colon. 

4. The sigmoid loop. 

In the ileocecal region the appendix is oftentimes 
involved. When the patient assumes a standing 
position the cecum drops and the appendix is 
hitched up at the fixed point and obstructed. Dis- 
tention of the distal portion of the appendix then 
occurs and inflammation follows. The author 
thinks that many patients who have been operated 
upon for appendicitis have no more serious ailments 
than these bands. 

For treatment he recommends good hygiene and 
properly regulated diet with tonics and other sup- 
portive measures. In place of ordinary cathartics 
he advises the use of liquid paraffin or Russian oil. 

Henry J. VAN DEN BERG. 


Waller, C. C., and Cole, L. G.: The Appendix. 
Surg., Gynec. & Obst., 1915, xxi, 750. 


A brief review is given of the related researches of 
Cannon and Keith relative to the characteristic 
movements of the intestine; and arrelaboration of the 
observations of Rutherford, together with the clini- 
cal and roentgenological studies of the authors. 

The chief effort of the authors is to establish, if 
possible, the functional factors of the appendix, evi- 
dence confirmatory to preconceived opinions being 
presented through the avenue of fluoroscopic obser- 
vation. 

Basing his opinions upon these findings, the author 
concludes that the same mechanical factors obtain 
within the appendix musculature as elsewhere along 
the intestinal. tract. Peristaltic and sphincteric 
action was observed fluoroscopically. Obviously 
there exists at the ca#co-appendiceal juncture a 
specialized sphincteric mechanism of both clinical 
and surgical importance. The periodical filling and 
emptying of the appendix is regarded as a normal 
and essential function; in this the appendix is 
inferentially regarded as a physiological culture-tube. 

Perhaps of greater significance and real import- 
ance are the points derived in the study of the ap- 
pendix as reported in this article. A serial or 
“field-day” clinic was employed, consisting of 27 
children selected with care as being free from ab- 
dominal disease. The relative frequency with which 
involvement of the appendix and adjacent structures 
are encountered in young children is at once appa- 
rent from a careful analysis of this report. From 
these observations and the physical examination of a 
large number of children, case histories, etc., the 
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authors feel justified in the assumption that the 
initial lesion of appendicitis is one of infancy or 
early childhood, and that many of the ills common 
to this age are but manifestations of this process. 

In conclusion it is suggested that in the removal 
of the diseased appendix care should be exercised 
not to include the slightest portion of the sphincteric 
musculature within the invaginated stump, a careful 
resection being the method of choice. 


Suzuki, K.: The Réle of Oxyuris Vermicularis in 
the Etiology of Appendicitis and Allied Patho- 
logical Conditions. Swurg.,Gynec. & Obst., 1915, 
XXxi, 702. 

In an appendix the oxyures may be harbored, not 
only in the lumen, but also in the mucosa and sub- 
mucosa; this may occur without producing any 
clinical symptoms or any noteworthy anatomical 
changes. 

A case is sometimes encountered in which an ap- 
pendix infected with oxyures is inflamed through a 
totally different agent. For this reason the origin 
of appendicitis cannot be attributed to the worms, 
although these parasites have been found in in- 
flamed appendices. In the majority of cases the 
presence of the oxyures in cases of appendicitis, 
whether chronic or acute, is to be considered purely 
accidental. 

It has been ascertained that a true inflammation is 
provoked by the parasites when the latter have 
penetrated the wall of the appendix in large numbers, 
and that the traumatically destroyed fissure in the 
tissue is for a protracted period of time in connection 
with the lumen, thus offering the infecting agent a 
portal of entry. This type of the disease affords 
distinct histological data, for which reason it has 
been designated by the author “appendicitis 
oxyurica.”” But this type is only rarely met, and 
among 103 surgically extirpated appendices it was 
encountered but once. 

A non-inflammatory but pain-producing morbid 
condition of the appendix is sometimes caused by 
the oxyuris, in which case traumatic destruction of 
the tissue accompanied by hemorrhage can always 
be demonstrated. It is very much to be doubted 
whether oxyures which are merely situated in the 
lumen are able to cause this painful condition with- 
out any accompanying anatomical changes. Among 
the 103 cases cited, 3 such cases were found. 

The author’s investigations enable him to affirm 
with certainty that a part of the oxyuris passage 
and cleft, of which Rheindorf speaks, and several 
fine fissures in the lymph-nodules seen in his illus- 
trations, as well as certain defects at the edge of the 
mucosa, where no oxyures are to be found, are to 
be looked upon as artefacts. But on the other hand, 
Aschoff is, in the author’s opinion, mistaken in 
considering every oxyuric passage and fissure to be 
purely artificial in origin, since the evidence of the 
author’s own preparations, presented in this paper, 
must lead one to admit that an undoubted cleft is 
occasionally formed by the parasites. 
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Schaefer, A.: Technique of High Amputation of 
the Rectum (Beitrag zur Technik der hohen 
Rektumamputation). Muenchen. med. Wchnschr., 
1915, Ixii, 1757. 


The wound in amputation of the rectum rarely 
heals by first intention, as it becomes infected from 
the stump of the rectum which is sewed into it. 
To avoid the suppuration resulting from such in- 
fection and to secure prompt healing Schaefer leaves 
a stump about 8 or 10 cm. long and lets it hang 
down outside the wound. The end of it is ligated 
with gauze for the first two days. It does no harm 
if the patient does not pass any gas for this length 
of time. ‘Then the intestinal contents are allowed 
to pass. The wound of course and the whole but- 
tocks have previously been carefully protected with 
dressings and adhesive plaster. The patient lies 
on his side and the stump hangs into a suspended 
urinal. As a result of its poor arterial supply the 
stump mummifies in five to seven days and a good 
sacral anus is formed of itself. If there is any pro- 
lapsed mucous membrane it may be removed in 
the usual way. After this length of time the wound 
is nearly or quite healed and there is little danger of 
infection. A. Goss. 


LIVER, PANCREAS, AND SPLEEN 


Elliott, J. B., Jr.: Abscess of the Liver. 
M. J., 1915, viii, 1019. 

The author reports 116 cases of abscess of the 
liver, in which the diagnosis was confirmed by aspi- 
ration, operation, or post-mortem findings. Of 
these cases 47 gave a definite history of dysentery, 
some dating back many years, while others had just 
recovered from acute attacks. Definite histories of 
chills and fever were given by 28. All but a very 
small percentage gave most definite histories of 
pain in the region of the liver as the most prom- 
inent symptom. Of the series 73 recovered, 40 
died, and 3 deserted. Of those dying, 6 were 
practically moribund on admission. Of the 6 
cases not operated upon, 1 died on the operating 
table, 1 died of pneumonia, 2 died with diagnosis 
of tuberculosis, 2 ruptured into the lung and were 
cured by the use of emetin without further operative 
interference. 


South. 


TABLE DEMONSTRATING THE 116 CASES 





Chasity Hospital of New Orteaen........ciiccecccccccesceses or 
Touro Infirmary of New Orleans................0ceeeeeeees 25 
IN 6 ooo. o5. 6.5. 0's o's biiceddceacenueisasves 107 
Fic eco bw cities. worisiesivn xtc bevecere.eecrseg 73 
IS see esas d.a Ss tyb.0 gat 41 '4-0'0rd wn | sn0'9 9 Neale see abe 4° 
Number moribund on ph, Malia ecseae tacenieitumnosinee 6 
Number not operated upon............-0-.-scseccesecesecs 9 
Number rupturing into oot Nadia hatte acest CICGNEGE. ieee ayp Rataledn-e SS 7 
Number giving history of dysentery...... 47 
Number giving history of chills and fever 28 
Number giving history of trauma.................+.....- ‘ 4 
Number in which amoeba were found. ...................... 25 
Number in which left lobe, only, involved................... 10 
Average leucocyte count in 49 Cases... . 2.2.0.6... 0c c eens 18,000 
Average neutrophile count in 59 cases. ............-..000055 79.+ 

Average neutrophile count in 16 positive amoebic cases........ 77.2% 


Length of time acutely sick before admission, 
END OMEIED 66.50 0030's seeeiecbpenee seks suaseives ace 11.5 weeks 
Touro series 7.5 weeks 
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While the amceba histolytica was found in only 
21.5 per cent of this series, the author believes that 
more correct methods of investigation as outlined 
would show it to be the primal cause in at least 80 
per cent of the cases. 

The most constant symptoms are pain in the 
region of the liver, loss of weight, and increased 
leucocyte count. 

The aspirating needle used for exploration should 
be at least five inches in length. 

Exploratory laparotomy is justifiable in doubtful 
cases. 

Emetin should be used in all cases of hepatic 
abscess as a regular post-operative measure. 

All cases of recurring diarrhoea occurring in the 
South should be studied carefully, as many of 
these cases are ameebic in origin, and it is only by 
careful attention that the incidence of hepatic ab- 
scess can be reduced. Epwarp L. CornELL. 


Lane, J. W.: A Plea for Cholecystectomy. J. Am. 
M. Ass., 1915, xv, 1794. 

The author advances a strong plea for the routine 
performance of cholecystectomy in place of chole- 
cystostomy in all infected gall-bladders. 

So far as we know there is nothing in the func- 
tion of the gall-bladder that contra-indicates its 
removal. Murphy has suggested that it acts as 
a bulb in maintaining an even pressure in the gall 
tracts; Mayo says that it is probably in an “‘ob- 
solescent”’ stage of embryology. According to 
Moynihan, “the gall-bladder is devoid of any 
strikingly useful purpose.’’ The two chief contra- 
indications to removal are pancreatic disease and 
insurmountable obstruction of the common duct. 

The author feels that removal is the safer opera- 
tion; with it leakage is less, and if done in all of the 
cases where drainage is now done the mortality 
would be lower. According to Finney if we took 
into consideration the number of secondary op- 
erations necessary after drainage, “‘there would 
be little to choose from in respect to the mortality 
rate between the two.” 

Cholecystectomy gives the most. likelihood of 
permanent cure. Convalescence is much shorter 
and far more comfortable; drainage is maintained at 
the most for 48 hours. The possibility of the gall- 
bladder being needed for drainage in subsequent 
trouble in the upper quadrant is remote; this would 
be more apt to occur if the gall-bladder were left 
behind. 

The author bases his paper on 77 cases with 2 
deaths. In one death after a cholecystectomy had 
been done he found a carcinoma of the common 
duct; in the second, heart and kidney conditions 
made the patient a poor surgical risk. 

J. R. BucHBINDER. 
Van Beuren, F. T., Jr.: The Diagnosis of Biliary 
Obstruction by Calculus. Med. & Surg. Report 
Roosevelt Hosp., N. Y., 1915, p. 63. 

There were in all 34 operations for choledo- 

chotomy performed on 32 patients, constituting 1 
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per cent of all cases discharged from the Roosevelt 
Hospital during a five-year period. Of those having 
gall-stones, 16 per cent had calculi obstructing the 
common duct. 

As to age, 66 per cent of cases were in patients 
between 40 and 60 years of age; 14 per cent were 
from 30 to 40; 11 per cent, 20 to 30; and 11 per cent, 
60 to 70. Of the 15 patients who were interrogated 
as to whether they had previously had typhoid 
fever, only 3 gave a positive history. 

As to the duration of symptoms referable to the 
gall-bladder region, only one had had no previous 
symptoms. In one case the symptoms had persisted 
for a period of 30 years. Ten patients were able to 
give the dates between the first evidence of chole- 
lithiasis, and the first sign of obstruction. Two 
months was the shortest interval between the attacks 
and the longest was eight years; the average being 
three and a half years. 

Of 25 patients who were asked if previous opera- 
tion on the gall-bladder or ducts had been performed, 
6 had had their gall-bladders drained, in 6 it had 
been removed, 1 had had it drained and then partly 
removed. Three of these cases had previously had 
calculi removed from their common duct. 

Nearly four-fifths of the cases had a temperature 
less than 101° F., the highest being between 104 and 
105°. 

A majority located the pain in the upper right 
quadrant of the abdomen; one-fourth located it in 
the epigastrium; 1 behind the umbilicus; 1 in the 
back on the right side; a third complained of the 
upper half and a fourth of the lower half of the 
abdomen. ‘Two claimed that they had practically 
no pain whatever. 

The pain was described as a dull ache, as a steady 
severe pain, sharp or knife-like, as colicky like 
cramps, and as an unbearable griping pain. The 
attacks of pain lasted from a few hours to three or 
four days; 3 gave the time as from one to three weeks; 
1 had pain for a short time only and it would come 
on an hour or so after taking food. 

Radiation of pain was noted in 8 of the patients, 
with eleven different combinations, including the 
back, shoulders, and both sides. There was no 
characteristic difference in the radiation of pain of 
those previously cholecystectomized, except that 
they located the pain in the epigastrium, rather 
than in the hypochondrium. Three-fourths of the 
patients had suffered from indigestion, constipation, 
and vomiting during the attack. 

Six per cent of the cases had not had jaundice 
previously. Jaundice was present on admission 
in 28 cases of the 29, in which it was recorded 
in the history. Loss of weight was marked in 7 
cases; there was a loss of 15 to 46 pounds in one 
year. 

In one-half the cases examined abdominal rigidity 
was present, while of 27 cases recorded abdominal 
tenderness was marked in 12, slight in 13, and absent 
in 2. 

Seven out of 15 cases showed slight enlargement of 


the liver. In only one case was the spleen markedly 
enlarged. 

The coagulation time of the blood was taken in 
10 cases, and in 4 cases it was found to be retarded. 
There was no severe hemorrhage either preceding 
or following the operations. D. L. Desparp. 


Beye, H. L.: Perforation of the Biliary Tract; 
Report of Two Cases. J. Am. M. Ass., 1915, lxv, 
2084. 

A schoolboy, aged 11 years, while playing, re- 
ceived a blow in the abdomen from one of his play- 
mates, which caused him to faint and, after gaining 
consciousness, he was in so much pain that he 
screamed and had to be carried home. During the 
following night he complained of a great deal of 
pain and was very restless. The next morning he 
vomited profusely and the pain became worse on 
the left side and was more marked than on the right. 
The temperature ranged between too and ror°® on 
this day. The bowels refused to move, even with 
enemas and after calomel. There had been no 
chill. Under ether anesthesia, a midline incision 
was made below the umbilicus. There was pro- 
peritoneal cedema. The abdomen contained a large 
amount of bile-stained fluid and considerable fibrin 
in plaques. The proximal half of the small in- 
testine was distended and the distal half collapsed. 
The intestines were examined for perforation and 
none found. The incision was carried up to the 
right of the umbilicus to the gall-bladder region. 
The gall-bladder was found to be thickened and 
adherent to the liver and contained a single perfora- 
tion in the fundus from which pure bile was pouring. 
No stones were found. A rubber tube drain was led 
down to the perforation, together with a cigaret 
drain and a strip of iodoform gauze. A rubber tube 
drain was also led from the pelvis at the lower end 
of the incision. The usual closure was made. 
The patient was placed in Fowler’s position and 
given normal salt solution by rectum and nothing 
per mouth. Recovery was uneventful. The pa- 
tient left the hospital on the fifteenth day. 

The second case occurred in a housewife, who, for 
several years, had had occasional attacks of belch- 
ing of gas, sometimes with vomiting, independent 
of meals. In February, 1913, she suddenly had a 
severe tearing pain under the right costal margin, 
radiating to the pit of the stomach. Following 
this she vomited profusely for several hours. The 
pain lasted an hour or more, causing her to cry 
out in agony, and was finally relieved by a hypo- 
dermic. Four weeks following this attack she be- 
came jaundiced, and this condition persisted until 
the next fall. In July, 1913, she had a similar at- 
tack. 

Ever since the first attack the right side had been 
tender and a swelling gradually formed, pointing in 
the right flank above the iliac crest. This finally 
approached the surface, the skin overlying became 
reddened, and it was lanced. An odorless fluid was 
obtained, at first thin and yellow, and later thicker. 
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This gave her immediate relief from the constant 
ache and pain, but after that there was a persistent 
discharge of a mucous secretion and she passed four 
wheat-sized calculi. The general condition was 
good, except for an increasing gnawing, burning 
sensation in the epigastrium, not referable to food 
taking. In September, 1914, under ether anzs- 
thesia, a right rectus incision was made above the 
level of the umbilicus. The gall-bladder was found 
to be long and narrow and was slightly adherent to 
the omentum and at the fundus to the abdominal 
wall at the inner end of the fistulous tract. A large 
mulberry stone was found impacted in the cystic 
duct. The gall-bladder was excised from its con- 
nection to the abdominal wall and cholecystectomy 
was performed. Tube draining was carried to the 
stump of the cystic duct and an iodoform gauze 
drain through the sinus. The course was uneventful 
except for the formation of a hematoma in the opera- 
tive wound and the passage of a small calculus from 
the old fistulous tract, following which the latter 
healed. Epwarp L. CorNELL. 


Deaver, J. B.: Acute Surgical Diseases of the Pan- 
creas. Penn. M. J., 1915, xix, 179. 


The view is still prevalent that the majority of 
infections of the pancreas arrive by way of the ducts 
and concern chiefly the duct system of the gland. 
A large number of cases of this affection in which 
gall-stones were absent are now on record. The 
most startling development of the last few years 
is the frequency with which the lesser degrees of 
pancreatic inflammation are found by the surgeon, 
particularly in connection with infections of the 
biliary tract. In the chronic and subacute types of 
pancreatitis, the pathogenesis of the disease may be 
better studied than in the acute forms. A study 
of these conditions has led to the conclusion that 
most of these associated pancreatic conditions are 
instances of infection through the lymphatics. ‘The 
gall-bladder and hepatic’ tract are incriminated 
chiefly by reason both of the frequency with which 
infection secures a lodgment in these organs and the 
close relationship which the biliary lymphatics bear 
to those of the head of the pancreas. The duode- 
num also may communicate infection in the same 
way and possibly other portions of the alimentary 
tract may on occasion involve the pancreas by way of 
the retroperitoneal lymph paths. 

But little is known of hematogenous infections in 
relation to the pancreas. The organ seems to be 
relatively immune and usually escapes in bacteremia 
and septicemia. The recent revelations of Rosenow 
in connection with infections of the gall-bladder and 
pyloric region, if confirmed and extended to the 
pancreas, may alter the prevalent ideas as to the 
frequency and importance of blood-borne infec- 
tions. 

The clinical evidence at present, however, points 
to pancreatitis being a disease which is most com- 
monly the outcome of upper abdominal infection 
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and secondary in most cases to disease of the less 
resistant neighboring organs from which it becomes 
infected by lymphatic spread. 

It is a mistake to believe that acute pancreatitis 
cannot occur without the usual severe manifesta- 
tions. The author is convinced that many such 
cases occur and are regarded as instances of gall- 
bladder, gastric, or duodenal disease, owing to the 
absence of distinguishing signs and symptoms and 
the reluctance of the physician to make an unaccus- 
tomed diagnosis. 

Two cases are reported in which the symptoms of 
acute pain in the upper abdomen, with rigidity, 
determined operation. In each the gall-bladder and 
ducts gave no evidence of recent inflammation. 
Both contained stones. These were removed and 
drainage of the common duct was performed. The 
pancreas in both cases was markedly inflamed. 
Both patients recovered. 

These cases of undoubted acute pancreatitis were 
treated by removal of the cause which, in both 
cases, was probably obstruction at the papilla of 
Vater. The réle of infection could not be excluded 
and may have played a part, but equally in that 
case were the measures employed efficacious in re- 
moving the cause. Epwarpb L. CornNeE Lt. 


Sweet, J. E., and Ellis J. W.: The Influence upon 
the Spleen and the Thyroid of the Complete 
Removal of the External Function of the 
Pancreas. J. Exp. Med., 1915, xxii, 732. 


In the course of studies upon the pancreas in 
which the external function of the gland was com- 
pletely removed, either by double ligation of both 
ducts, cutting and interposing omentum, or by the 
complete removal of the duodenal portion of the 
gland, Sweet and Ellis encountered two findings 
which seemed to them worthy of a brief communica- 
tion. The first was that a strikingly simple atrophy 
of the spleen rapidly followed such an operation. 
The second was that the thyroid apparatus of these 
animals showed a constant change, evidenced 
macroscopically by a translucency which might 
amount to an actual transparency, microscopically 
by an evident increase in the amount of colloid, 
chemically by a marked increase of the iodine con- 
tent of the gland, and physiologically by a greatly 
delayed appearance of tetany, after the complete 
operative removal of the thyroids and parathyroids. 

Briefly summarized their experiments gave the 
following results: 

1. The complete removal of the function of the 
pancreas concerned in digestion is followed by 
marked changes in the spleen and in the thyroid 
apparatus. 

2. The spleen shows an extreme simple atrophy. 

3. The thyroid apparatus exhibits a constant 
change shown by the macroscopic transparency of 
the gland, by the microscopic increase in the amount 
of colloid, by the chemical increase of the iodine 
content of the gland, and by the functional test of 
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the delayed appearance of tetany after the com- 
plete removal of the thyroid apparatus. 


GrorceE E. BEILBy. 


Copello, O.: Splenectomy in Chronic Anzmias 
(Esplenectomia en las anemias cronicas). Report. 
de med. y ciruj., Bogota, 1915, vii, 142. 

The author cites a communication by Gilbert, 
Chabral, and Bernard, in which there was reported a 
collection of 50 cases, in which were included several 
pernicious anemias and hemolitic anemias. 

The first case of hemolitic icterus, cured by this 
operation, was reported by Banti, March, ror11. 
The case was that of a girl, 20 years old, suffering 
with pains in the splenic region. The anemia was 
shown to be of variable intensity. In 1902, there 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Lovett, R. W.: The Roentgenographic Appearances 
in Rickets; a Comment on Differential Diagno- 
sis. J. Am. M. Ass., 1915, lxv, 2062. 

Between 6,000 and 7,000 roentgenograms were 
examined for plates of rickets and between 500 and 
600 were found; i.e., about ro per cent of all cases 
requiring roentgenographic study were cases of 
rickets. 

The plates of rickets were examined from two 
points of view: (1) to establish and classify the 
roentgen appearances of the acute, subacute, and 
convalescent phases of the affection and to define 
the finer bone changes associated with the disease, 
and (2) to determine definitely those points in 
differential diagnosis by which rickets might be 
distinguished from such diseases as osteomalacia, 
scurvy, congenital syphilis, and similar affections. 
On a comparative study of the plates the disease 
divided itself into three stages: 

1. Swelling and rarefaction. 

2. Deformity and organization. 

3. Healing and reparative eburnation. The 
knee was chosen as the most favorable joint for 
study. 

The first stage consists of a mild type in which the 
ends of the diaphysis become frayed out and the 
epiphysis casts little or no shadow while the center 
of ossification is small or absent, and at times 
appears multiple. The whole joint is surrounded 
by a hazy cloud, and the diaphysis on the whole 
contains less lime than normal. Up to this point 
deformities have not begun. 

The second stage consists of a severe type in 
which the epiphyseal changes are more marked. 
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was noted a slight icterus; the stools were colored; 
there was absence of biliary pigments in the urine, 
but urobilin was present. The base of the spleen 
was from 6 to 7 cm. below the costal margin, and 
the patient had a slight fever. The arsenic and 
iron treatment did not modify the condition; on 
the contrary, the anemia became worse. The 
blood count was: red blood corpuscles 1,605,000; 
hemoglobin 25; globular value 0.77; leukocytes 
7.062. Moreover, there were found normoblasts, 
peecilocytosis, red polychromatophil globules, gran- 
ular erythrocytes (basophiles). Banti performed 
the splenectomy. The patient improved visibly; 
after a few days no urobilin was found in the urine; 
the icterus disappeared, likewise the anemia. The 
patient left the hospital after a month, entirely well. 
Raout L. Vroran. 


EXTREMITIES 


In the diaphysis severe general bone atrophy exists 
and there is pronounced periosteal thickening, 
associated as a rule with fracture of the bones, most 
often in the arms. 

In the third stage the epiphyseal shadow becomes 
more marked, the area is ragged and irregular about 
the margin, and there is a characteristic mottled 
appearance. The ends of the diaphysis begin to 
broaden, especially on the side on which the strain 
is greatest, producing a lip next to the epiphyseal 
line. In bow-legs this is found on the inner sides 
of both the tibia and femur and in knock-knee 
on the outer sides of the same bones. This is the 
beginning of compensatory changes in the bone 
structure, which from all appearances are related 
to weight-bearing. 

The diaphysis begins to give a more definite 
shadow. At the end of the diaphysis next to the 
epiphyseal line there often appears in the late 
second or early third stage a clear transverse white 
line showing an increased deposit of lime in the 
lower end of the shaft. This is equally as character- 
istic of rickets as it is of scurvy. 

Along the shaft of the long bones there is a com- 
pensatory cortical thickening on the concave side 
of the bones. This is of endosteal origin; it persists 
into the cured stage and is one of the most im- 
portant characteristics in differential diagnosis. 

The smooth homogeneous shadow of normal bone 
is replaced by an irregularly streaked shadow 
structure. The second stage in general is a period 
of systemic reaction to the disease, in which signs of 
returning ossification occur and deformity begins. 

In the third stage the epiphysis begins to resume 
its normal contour and density. Bone ends are 
enlarged and there is consequent discrepancy in 
breadth between the diameters of the diaphysis 
near the epiphyseal line and the epiphysis. This 
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relative difference in size is characteristic of the 
disease. Bone shadows are more definite. The 
white line becomes more pronounced. ‘There is 
greater definiteness in the bone shadow of the shaft 
as well as in the joint and accentuation of the 
compensatory thickening of the shaft on the con- 
cave side of the curvature. The lower epiphysis 
of the femur seems to be the last to recover its 
normal outline. The third stage is termed the 
period of convalescence. 

The characteristics of recently cured rickets are 
the enlargement of the diaphyseal end which is not 
gradual but is a sudden lipping or ledging next to 
the epiphysis, the relative disproportion between the 
diaphyseal end and the epiphysis and the cortical 
thickening on the concave side of the bone. 

In the differential diagnosis of rickets and syph- 
ilis the author emphasizes the fact that in rickets 
the thickening is endosteal in origin and is always 
on the concave side of the curve, while in syphilis 
it is periosteal or osteoperiosteal and is very uni- 
formly on the convex side of the curve. 

In regard to operation he thinks that no patient 
should be operated on until the lower epiphysis of 
the tibia has become rounded with a clear outline. 


Partie LEwIn. 


Bérard, L., and Alamartine, H.: Bone Dystrophies 
Simulating Tumors of Bone (Les dystrophies 
osseuses simulant des tumeurs des os). Rev. de 
chir., 1915, XXXiv, 137. 


The authors describe a group of bone lesions which 
clinically resemble bone tumors. This group was 
first described by Mikulicz in 1904 under the name 
of “juvenile fibrocystic osteodystrophy.” He de- 
scribed 24 cases. In 1913 Mutel described 84 
cases, but the descriptions of some of them are 
very incomplete. Bérard and Alamartine give the 
histories of the cases that they consider of undoubted 
authenticity in which there was a histological ex- 
amination of the lesions; there are 28 of them, in- 
cluding 3 cases of their own. 

These lesions may appear macroscopically as 
solitary cysts of the bone, exuberant callus, or 
fibrocystic pseudotumors. ‘They are generally near 
the epiphysis of the upper end of the long bones. 
They are not inflammatory in nature, nor are they 
new-growths. They result from disturbances of 
nutrition in the bone. They appear practically 
always in children or adolescents. A few cases 
have first become manifest in adult age, but a 
careful history reveals the fact that they began in 
adolescence. The cause is not definitely known. 
In most of the cases there was a history of trauma- 
tism. Insufficiency of the glands of internal secre- 
tion, especially the thyroid, also seemed to play a 
part. 

A careful study of the history and a radiographic 
examination generally make it possible to differen- 
tiate these dystrophies from bone tumors, which is 
of considerable importance as the prognosis and 
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treatment are quite different in the two conditions. 
The dystrophic lesions are benign and curable. 
The treatment consists of as conservative an opera- 
tion as possible; some cases in fact recover after 
simple puncture of the cysts and immobilization. 
The most frequent operation is opening of the cyst 
and curettage of its walls. Subperiosteal resection, 
varying in extent with the site of the lesions and 
the functional troubles produced, may have to be 
performed. ‘The dystrophies never recur and the 
functional results of operation are excellent, except 
in the very few cases where it was necessary to 
remove a large part of the bone. A. Goss. 


Bergel, S.: Treatment of Delayed Callus Formation 
and Pseudarthroses with Fibrin Injection (Die 
Behandlung der verzoegerten Callusbildung und 
der Pseudarthrosen mit Fibrininjektionen). Berl. 
klin. Wchnschr., 1916, liii, 32. 


In all inflammatory and febrile processes in which 
there is a hyperleucocytosis there is also increased 
fibrin formation. Foci of suppuration, foreign 
bodies, etc., are enclosed in a fibrous capsule. In the 
healing of wounds there is a deposition of fibrin, 
accompanied by leucocytosis, serous effusion, and 
new formation of granulation and connective tissue. 
The author has proved that the fibrin is the cause of 
these healing processes by injecting fibrin under the 
skin and into muscles, tendons, etc., and bringing 
about similar processes. He also injected fibrin 
emulsion under the periosteum of normal bones and 
found that it produced a callus. The injection of 
serum of defibrinated blood produced no such result, 
showing that it is the fibrin that acts on the perios- 
teum in a specific way to stimulate callus formation. 

Bier showed that it was the effusion of blood in a 
fracture that brought about new formation of bone 
and that when a fracture was sutured surgically and 
all blood carefully removed healing was very much 
delayed. He therefore injected blood in pseudar- 
throses and had good results. It is preferable, 
however, to use only the active part of the blood, 
the fibrin. It is prepared from horses’ blood and an 
emulsion made of about 10 ccm. physiological salt 
solution and o.3 gm. of the fibrin. This is injected 
under the periosteum and between the ends of the 
bones. The bone fragments are then splinted. 
Sometimes one injection is effective; sometimes the 
injections have to be repeated every two, three, or 
four weeks. There is slight febrile reaction and 
sometimes pain for a short time at the site of in- 
jection, but no other ill effects. The author re- 
ports 48 cases in which he has used the method. 
In order to avoid the objection that healing might 
have taken place spontaneously he waited five to 
six months or even longer after the injury, though 
earlier treatment would probably have been more 
effective. Of the series, 26 show complete consolida- 
tion and ro others progressive consolidation which 
will doubtless soon be complete; 12 show improve- 
ment but not complete consolidation. A. Goss. 
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Ruth, C. E.: Bone and Joint Tuberculosis. 
M. Recorder, 1915, xxxvii, 685. 

Physicians as guardians of the public health 
should stand firmly for the state inspection of all 
herds of cattle and the destruction of those found to 
be infected with tuberculosis, since the bovine type 
of bacillus is an important source of contagion in 
bone and joint tuberculosis. 

The diagnosis of tuberculosis of the bones and 
joints is often difficult and should not be left en- 
tirely to the various tests and X-ray examinations 
but should include a careful consideration of the 
clinical history as well. 

Incision into a tuberculous effusion leads almost 
invariably to a mixed infection and should be 
avoided if possible. Operative procedures of all 
kinds upon tuberculous joints in children prolong 
the treatment and give results worse than no 
treatment at all. The final results of treatment 
must not be counted in any individual case until 
the patient has reached the adult age. 

The author commends the operative procedures 
of Hibbs and Albee as distinct advances in the 
surgery of Pott’s disease, but insists that a support 
should be worn for one to two years to insure fixa- 
tion of the graft and consolidation of the diseased 
vertebra. Hibbs’ operation seems more suitable 
in the upper and middorsal regions because of the 
difficulty of making the processes meet and securing 
fusion in other parts of the spine. 

In hip tuberculosis moderate abduction should 
always be a part of any form of treatment used, 
that the tilting of the pelvis, should ankylosis take 
place, may compensate in a measure at least for the 
inevitable shortening. R. B. Coren. 


Chicago 


Burke, C. B.: Tuberculin as an Aid in Surgical 
Tuberculosis. Med. Rec., 1915, lxxxviii, 1049. 

The author states that although Koch’s old tu- 
berculin has had the condemnation of many of the 
profession, he believes that this feeling is largely 
due to improper dosage and improper selection of 
cases. Another reason for dissatisfaction with the 
remedy was that the profession demanded more 
radical results, even to the eradication of necrotic 
tissue following the disease. 

In surgical tuberculosis. especially, the author 
finds che administration of tuberculin very helpful. 
The use of Koch’s new tuberculin, or “T. R.,” 
beginning with a dose of 1/10,000 mg., carefully 
increasing to 1/600 mg., and cautiously watching 
for the slightest reaction, is absolutely necessary for 
good results. 

Tuberculin, as well as general hygienic and dietetic 
treatments, is especially indicated in tuberculosis 
of the bones, glands, and skin. Marked fever, 
hemoptysis, heart lesions, and marked emaciation 
contra-indicate its use. 

That reaction may be avoided in administering 
the dose, the author advises the use of a small dose 
(1/10,000) to begin with, increasing the dose with- 
out producing general reaction. J. H. Suaw. 


389 


Witzel, O.: Preservation of the Wounded Hand 
(Die Erhaltung der verwundeten Hand). Muen- 
chen. med. Wchnschr., 1915, \xii, 1701. 


Witzel points out the great industrial importance 
of preserving the function of the hand in every pos- 
sible case. One of the most important points is to 
prevent phlegmon. If a wound is thoroughly open- 
ed up at first and kept open a phlegmon does not 
form. The dressings should be put on very loosely 
and changed every day to avoid accumulation of 
wound secretion. Bier’s hyperemia is just as essen- 
tial in preventing the development of a progressive 
inflammation as antitoxin is in preventing tetanus. 
When the wound is first attended to all necrotic 
soft parts should be excised and bone fragments re- 
moved under anesthesia. Every day afterward 
active movements should be practiced on whatever 
part of the hand is capable of motion. This is 
best done with the hand in a bath. 

Passive movements of the injured part of the hand 
should be made when the dressings are changed. 
The movements are not very painful. The pain 
when passive movements are begun late results from 
the breaking up of adhesions of tendon sheaths, 
which should not have been allowed to form. The 
hand should be dressed in different positions, from 
complete extension to complete flexion, and the 
looseness of the dressing will prevent the oedema 
which occurs when the bandage is too tight. 

Elastic traction aids in restoring mobility to 
fingers that have grown stiff in one position. Dia- 
thermia and gentle massage are also of value. All 
of this treatment must often be supplemented by 
surgical procedures, such as the incision of scars, 
removal of bony projections, plastic operations on 
tendons, etc., followed by thorough medicomechan- 
ical treatment. A. Goss. 


Finkelnburg: Traumatic Sarcoma of the Femur 
(Traumatisches Sarkom des Oberschenkelknochens). 
Deutsche med. Wehnschr., 1915, xli, 1561. 


Finkelnburg demonstrated before the Medical 
Society of Bonn a young man of 19 who had been 
thrown to the ground by a grenade, striking the 
right leg on a railroad rail. The right thigh was 
very much swollen after the accident and the skin 
bloodshot. After the third day the patient went 
back to the trenches and served four weeks. Then 
he began to have severe pain in the right leg and 
was sent to the hospital, where a roentgen examina- 
tion, taken the fifth week after the accident, showed 
a swelling of the bone. An osteosarcoma was found 
on amputation. Lung metastases developed after 
the operation. That the sarcoma was developed 
by the accident, from previous embryonic rests, is 
indicated by the facts that (1) the trauma was a 
severe one, (2) that the sarcoma developed just at 
the site of the trauma, and (3) that sufficient time 
elapsed after the accident for the development of the 
sarcoma. If the sarcoma had been present at the 
time oi the injury the bone would probably have 
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been fractured or else the tumor would have grown 

worse so rapidly that the patient could not have kept 

up active and strenuous service for four weeks. 
A. Goss. 


Plisson, L.: Gunshot Lesions of the Diaphyses of 
the Long Bones (Les lésions des grandes diaphyses 
des membres par coups de feu). Lyon chir., 1915, 
xii, 635. 

Plisson considers only injuries of the diaphyses 
of the long bones not complicated by other injuries 
that threaten life. Only small bullet wounds can 
be regarded as non-infected; any wound larger than 
the caliber of a small bullet must be thoroughly 
opened up; this is particularly true of medium sized 
wounds, for they are more apt to close up and favor 
the development of infection in the deep tissues. 

All loose bone fragments should be removed, and 
all attached ones that interfere at all with drainage; 
many of them are necrotic anyway and do not add 
to the functional value of the bone, while they in- 
crease the danger of infection. The skin incision 
should be very free so that the wound after treat- 
ment is a funnel with the base outward; nevertheless 
as much tissue should be spared as possible, care 
being taken to spare nerves and vessels and to remove 
muscle tissue only when it is hopelessly injured. 
Sound muscle tissue should be removed only if 
it is absolutely necessary in order to provide good 
drainage. If there is no exit wound a counter- 
opening must be made at the most dependent 
part; this is especially necessary in wounds of the 
thigh. 

The author recommends systematic posterior 
drainage in these wounds. Most cases of secondary 
hemorrhage are due to infection caused by in- 
sufficient drainage. Immobilization of the arm and 
of the leg below the knee is comparatively easy, but 
complete immobilization of the femur is very 
difficult and no ideal method has yet been devised. 
His method is by means of a band of plaster around 
the thorax and around the leg below the knee, with 
a board inserted beneath them and passing down the 
front of the thigh. The patient lies on a table with 
a reservoir beneath it into which fluids from the 
dressing run. 

At first Plisson irrigated daily with various dis- 
infectants but he found that the action of these 
solutions was purely mechanical, and now he 
dresses as rarely as possible, only removing the 
outer soiled coverings unless there is a rise of tem- 
perature, when all dressings are removed and a 
search made for the cause of the rise. Needless to 
say the limb should be preserved if possible, but 
some surgeons have been so conservative in regard 
to limbs that they have forgotten the greater im- 
portance of conserving the life. It is much better 
to sacrifice a limb that will be useless anyway than 
to let the patient risk his life to save it. The arm 
can generally be saved, but there are a considerable 
number of cases in which the leg must be sacrificed. 

A. Goss. 
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Post, A.: Symmetrical Synovitis in Hereditary 
Syphilis. Boston M. & S. J., 1915, clxxiii, 942. 

The predominant features of this condition as 
outlined by Clutton in 1886, which are referred to 
by Post, are the symmetry of the affection, the 
freedom from pain, the long duration of the symp- 
toms, and the free mobility of the joints throughout 
the course of the disease. A careful study of 
syphilitic children shows that the symptoms are 
comparatively frequent. Radiograms often show 
changes in the long bones but none in the joints 
themselves. A diagnosis of tuberculosis is often 
made and operative measures instituted. 

Local treatment of these joints seems to be un- 
necessary and in many cases harmful by confining 
the child when it needs fresh air and exercise. The 
treatment for the constitutional condition includes 
mild mercurials, the iodides, and salvarsan. The 
treatment acts slowly and a sudden absorption of 
the fluid is hardly to be expected. R. B. Cortexp. 


Cotton, F. J.: Disinfection of Septic Joints. 
Boston M. & S. J., 1915, clxxiii, gos. 

The author condemns the practice of opening and 
draining suppurative joints. He particularly ad- 
vises that an attempt be made to save the joint and 
obtain useful function by laying the joint wide open, 
antisepticizing thoroughly, and closing the wound 
without drainage. 

In all septic joints his technique consists in laying 
wide open the joint, irrigating for fifteen minutes 
with corrosive sublimate (1:15,000), followed by 
cleansing with salt solution, after which the capsule 
is tightly sutured, the external wound is left wide 
open or nearly so as disinfection of the external 
soft tissues is not practicable. 

Traction on the joint is not necessary as there is 
no tendency to muscular spasm. 

In the closed joints, hip, shoulder, ankle, etc., 
where the capsule is usually destroyed before the 
patient is observed, the closure of the joint is not 
recommended. If the case can be diagnosed early, 
before the capsule is destroyed, the Murphy for- 
malin-glycerine injections may be tried. J. H. Suaw. 


FRACTURES AND DISLOCATIONS 


Beckman, E. H.: Correction of Depressed Fractures 
of the Nose by Transplant of Cartilage. Surz., 
Gynec. &F Obst., 1915, xxi, 694. 


The author states that various methods have been 
tried for correcting nasal deformities, the result of 
injuries, one of the commonest of which is the 
transplantation of a portion of bone from the an- 
terior portion of the tibia. While a great deal has 
been written within the past few years in regard to 
the transplantation of bone, fascia, and fat, very 
little has been said in regard to the transplantation of 
cartilage. Beckman believes that adult cartilage 
can be transplanted from one portion of the bone to 
another under the same conditions that bone is 
transplanted, with good results. The transplanta- 











GENERAL SURGERY — SURGERY OF THE EXTREMITIES 


tion of cartilage differs from the transplantation of 
bone in that it is not necessary to the viability of the 
transplant that the cartilage should be in contact 
with other cartilage or with bone, nor is it neces- 
sary to preserve the perichondrium in order to 
secure good results. Several instances are cited in 
which the adult cartilage was transplanted from the 
rib into the nose and after two and one-half years 
there was no apparent change in the size of the 
transplant. 

The technique of the operation is briefly as fol- 
lows: If the nasal bones are widely separated they 
should be refractured and a lateral splint placed on 
each side of the nose to remain for five or six days 
‘in order to procure a suitable narrowing of the 
bridge. When it can be determined that there are 
no breaks in the nasal mucous membrane and that 
the circulation about the nose is again normal, a 
good-sized portion of the cartilage of the seventh 
rib is removed for the transplant. An incision one- 
fourth of an inch in length is made transversely 
through the skin over the nose and just between the 
two inner canthi at a point where the bridge of the 
ordinary spectacles rest. With a periosteal elevator 
the skin and subcutaneous tissues are elevated from 
the bone and cartilage straight down the bridge of 
the nose nearly to the tip. The separation should 
not be carried laterally on either side farther than 
is necessary to secure room for the transplant which 
is then slipped into place. Since the tissue has been 
separated only in the midline the transplant is held 
in place and is not dislodged to either side. It may 
be necessary, however, to place a stitch at the upper 
portion of the transplant to keep it from slipping up- 
ward. The small incision is closed with two or 
three interrupted stitches of horsehair; the wound is 
sealed with cotton and compound tincture of 
benzoin applied. 


Dwight, K.: Colles’ Fracture; Treatment and 
Results at the Roosevelt Hospital. Med. & 
Surg. Report Roosevelt Hosp., N. Y., 1915, p. 85. 


The number of cases of Colles’ fracture treated at 
the Roosevelt Hospital during the last five years was 
444. For the purpose of statistical analysis, 200 
consecutive cases of Colles’ fracture are taken, rep- 
resenting a period of about 28 months. 

The most frequent cause was falling; those falling 
on the floor, sidewalks, and down stairs amounted 
to about 70 per cent; 6 cases were due to direct 
violence. During the same period there were 62 
cases of separation of the lower radial epiphysis, and 
58 cases of chauffeur’s fracture. 

The most reliable symptom was that of direct 
tenderness, consisting of a line of tenderness follow- 
ing and confined to the line of fracture. This was 
best elicited by making pressure with a lead pencil 
completely around the radius. 

Swelling and indirect tenderness were constant 
symptoms, but they did not differentiate a fracture 
from a sprain. Deformity was noted in 54 per cent 
of the cases, was absent in 23 per cent and not 
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recorded in 23 percent. When present, the symptom 
was characteristic. 

The majority of the cases were treated by immo- 
bilization by means of a “circular” plaster bandage, 
extending from the elbow to the ends of the meta- 
carpal bones. This wassplit along the ulnar margin 
as soon as it became hard. The average period of 
immobilization was a little over three weeks. This 
was followed by massage, passive motion, and 
baking. 

Better anatomical results were obtained in cases 
which were reduced under an anesthetic. Radial 
displacement was not as frequent as dorsal displace- 
ment, and it may not be apparent until the dorsal 
displacement has been corrected. 


Anatomical Results Functional Results 


Per cent Per cent 
OTT Pee 65 a vadkankswncasdatee 58 
Fair (moderate deformity).. 12 Fair (2 slow)..........++ 17 
Poor (great deformity)..... 4 Poor (12 very slow)....... 3-5 
PE ONIIE 6:6.6:45500959 «50K 19 PONS ps8 d005 500% ar 


The standard for determining the degree of func- 
tional result was 60 per cent of combined flexion and 
extension, 90 per cent in pronation and supination, 
anything less than this was considered a poor 
result. 

Attention is directed to a class of cases which 
Dwight designates as trophic. These cases are 
characterized by a great deal of swelling, shiny skin, 
and flexed fingers; usually occurring in women past 
middle life. The swelling may do damage by caus- 
ing constriction, either by the splint or by tense 
skin, which cannot stretch enough to relieve the 
pressure. 

Time is the only factor in treating these cases, 
massage and traumatism of the joint is to be avoid- 
ed; they will become normal in about a year or less. 

D. L. DespArD. 


Giles, G. M.: A Splint for Compound Fractures 
of the Arm. Brit. M.J., 1915, ii, 811. 

Giles had a patient who sustained a compound 
fracture 5 inches above the elbow; it was almost 
well when he stumbled, sustaining a refracture and 
tearing open the nearly healed wound. Being unable 
to keep the fragments in apposition, he devised a 
wire and tin splint. The wire begins at the knuckles, 
runs up on the flexed forearm to the insertion of the 
biceps, is there bent at a right angle, is carried up the 
inner side of the arm to the anterior axillary fold, 
where is it then bent to fit the arm around internally 
to the posterior border of the deltoid and is carried 
up over the acromion and forward for 1.5 to 2 inches, 
curving back, the wires are about 1 inch apart, 
carrying it down the back of the arm to the elbow, 
bending to a right angle and along the under side 
of the forearm and across the palm the two ends of 
the wire are fastened together. The splint is com- 
pleted by bending two pieces of tin to fit the arm 
and forearm respectively and fastening them to the 
wire frame; the angle at the elbow and the extension 
up to the acromion are left open. Straps of wick- 
ing extending from the upper tip of the splint and 
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the anterior axillary angle serve to fix it to the body. 
A very little bandaging of the upper arm keeps the 
fragments in position. The patient can be up and 
about, the weight of the arm serving for continual 
extension. C. A. STONE. 


Eyles, F.: Fracture of the Bones of the Foot from 
Marching (Die Marschfraktur). Muenchen. med. 
Wchnschr., 1915, \xii, 1703. 


The swelling of the middle part of the foot, so 
often observed in soldiers, was formerly thought 
to be an affection of the soft parts, but later Pauzat 
and Poulet thought it an osteoperiostitis caused by 
severe weather. Since the introduction of roent- 
genography it has been found that the swelling is 
due to fracture of the bones of the foot. ‘The 
soldiers march carrying a weight of about 80 pounds. 
Herhold has shown that the metatarsals of corpses 
will break under a burden of 50 pounds. The 
fracture is generally in the distal third of the second 
or third metatarsal. 

In fractures without dislocation it is generally 
sufficient to place the bone at rest with firm adhesive 
plaster strips. ‘This avoids excessive callus forma- 
tion and the displacement of the fractured ends. 
The bone is sufficiently splinted by the neighboring 
metatarsals. In fractures with marked dislocation 
of the fragments Bardenheuer’s extension is in- 
dicated. A. Goss. 


Finsterer: Nail Extension in Fracture of the Femur 
(Nagelextension bei Oberschenkelfrakturen). Wien. 
klin. Wehnschr., 1915, xxviii, 1397. 


Extension treatment of fractures of the femur is 
only successful when it is applied early before there 
is any contraction of the soft parts. The wounded 
do not reach the hospitals in the interior until three 
or four weeks after they are injured, so that success- 
ful extension treatment is impossible. Shortening 
is very frequent after fracture of the femur, even 
when it has healed without infection. Therefore 
the author has recently been using nail extension 
in these cases, because with it shortening can be 
overcome even after four weeks; he demonstrated 
two cases to illustrate this. He thinks it advisable 
for the hospitals in the interior to use nail extension 
more frequently than they have been doing, as it 
would restore the patients to capacity for military 
service in many cases. 

In the discussion Ranzi said that in his clinic 
nail extension was only used in cases where other 
methods of extension had failed, but that it had 
proved very useful in stubborn cases. Finsterer 
replied that unfortunately in many cases the pa- 
tients refused osteotomy. He had seen 4o to 50 
cases with shortening of 5 to 10 cm. which could 
have been corrected very readily by osteotomy and 
nail extension, but all but one of them refused the 
operation, as their disability enabled them to avoid 
further military service and to draw a permanent 
pension from the government. A. Goss. 





INTERNATIONAL ABSTRACT OF SURGERY 


Hayes, W. B.: An Adjustable and Standardized 
Splint for the Treatment of Fractures. Brit. 
M.J., 1915, ii, 812. 

Hayes describes a converted Thomas knee- 
brace. The truss ring of malleable iron is open in 
front, and has two tubes attached, with sufficient 
play to permit the ring to be adjusted to either 
thigh. The lower portion of the splint is a bent 
iron rod, the arms of a size to fit into the tubes 
attached to the truss ring. Set screws permit 
shortening and lengthening. To the lower end of 
the splint is fastened a rest, which when turned down 
permits the limb to be left at any angle. The great 
advantage is that it permits of free transportation 
and dressing without disturbing the fracture. 


C. A. STONE. 


Martin, S. P.: End-Results in 242 Cases of Simple 
Fracture. Surg., Gynec. & Obst., 1915, xxi, 727. 


In most hospital statistics, and too frequently in 
those of private practice, histories of simple fracture 
of the femoral shaft include only the cause, nature, 
and symptoms of the injury, deformity at the time 
of admission, method of treatment, and date of the 
patient’s discharge with firm bony union. At this 
time the word ‘“‘cured” is simply noted on the dis- 
charge blank with no mention in most cases of the 
amount of deformity or limitation of motion. In 
reality the forty-ninth or fifty-sixth day when the 
adult leaves the hospital on crutches, in the ma- 
jority of instances utterly crippled as far as the 
regular pursuit of his vocation is concerned, signifies 
the time at which his troubles begin. 

The records of these cases are not to be found in a 
study of surgical literature. We have become so 
habituated to the word “cure” in regard to frac- 
tures denoting union that we have unconsciously 
accepted the doctrine that all simple fractures of the 
femoral shaft are cured in six to eight weeks. In the 
hope of determining with some degree of accuracy 
the ultimate prognosis of simple fracture of the 
femoral shaft the records of seven leading Phila- 
delphia hospitals for the period from 1904 to 1914 
were examined. The list of cases thus collected 
numbered 400. An effort was made to look up each 
patient at his home, but it was possible to obtain 
the end results of 242 cases only. 

All cases except children under one year of age 
were treated by extension, secured by weights at- 
tached to the leg and thigh by adhesive straps, the 
foot of the bed being raised to secure counterexten- 
sion. ‘The weight in most cases ranged from 5 to 15 
pounds. Sand-bags were used to immobilize the 
parts. Children under one year were either treated 
by plaster cast or by extension with a pulley attached 
to framework over the bed. 

The author’s conclusions are: 

1. In children fracture of the shaft involves main- 
ly the middle third. 

2. Ninety per cent of all cases occurring in chil- 
dren are followed by complete recovery. 
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3. In children at the time of discharge from the 
hospital (8 weeks) there is no stiffness in the knee. 

4. The average period of treatment of children is 
two to three months. 

5. In adults fractures of the shaft of the femur 
involve mainly the middle third. 

6. Between the ages of 15 and 25 years there are 
about 50 per cent of complete recoveries, while 
after 25 years permanent disability is proportionate 
to the age of the patient. Men above 4o years 
rarely regain their original strength and activity. 

7. In adults in the absence of shortening there 
may be lasting. weakness of the leg and thigh. 
Permanent disability is as a rule associated with 
shortening and varies with the degree of shortening. 

8. The average period of treatment in adults is 
eight months. 

9. In adults, at the time of discharge (eight to ten 
weeks) there is stifiness of the knee in 100 per cent of 
cases. 

1o. Among adult laboring men go per cent never 
become able to work at their regular occupations. 


Gilbert, J.: Dislocation of Elbow-Joint and Flexed 
Ankylosis of the Knee-Joint. Jexas M. J., 
1915, XXxi, 226. 

The author cites a case of dislocation of the elbow- 
joint which had existed three months. The injury 
had been diagnosed and treated as a sprain. 

Gilbert operated, using an external incision. Re- 
duction was attempted but found impossible, but 
after cutting off the head of the_radius and part of 
the olecranon process reduction was obtained. 
Murphy’s method of dissecting a flap of fat and 
fascia and placing it between the bones was used, 
after which the arm was dressed and placed in a 
flexed and supine position. On the seventh day 
slight passive movements were begun. The pa- 
tient regained good use of the arm. 

The points emphasized in this case are the im- 
portance of X-ray examination in all sprains, and 
the advisability of trying to obtain good function 
in joint ankylosis by the use of operative measures, 

A case of flexed ankylosis of the knee-joint is 
cited, in which the patella was ankylosed to the 
lower end of the femur, after having been torn from 
its tibial insertion two years previously. The 
author removed the patella; the ankylosis was 
broken up, the surrounding fat and fascia was 
transplanted, and stitched between the bones. 
The patient is now able to extend the limb and has 
fairly good knee action. J. H. Suaw. 


Blanchard, W.: Structural Changes in Congenital 
Hip Dislocation. J. Am. M. Ass., 1915, lxv, 1805. 
The author finds that roentgenograms offer 
suggestions as to the proper position the limb should 
be held in the plaster-of-Paris spica to hold the 
head of the femur in the acetabulum and insure a 
good functional joint. Even the flat head with 
shortened neck if held where the acetabulum should 
be, causes, with proper care, a new building process 


furor operativus which seems to permeate 
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which leads to the formation of a new joint. From 
three to five years may be taken as the best time for 
reduction and with 2.5 to 4 cm. shortening. 

Coxa valga and shortened and twisted neck, 
though unpromising in appearance, may allow of 
reduction and an ultimate functional result. As the 
frequent changing of position of the leg as advised 
by Calot interferes with the proper rebuilding pro- 
cess of the joint, it is advisable to hold the leg in 
abduction at least eight months, as this is the short- 
est time in which a dependable acetabulum re-forms. 
In several cases the author has found it necessary 
to remove casts soon after reduction for one or two 
months with the patient in bed suffering complica- 
tions such as diphtheria, etc., without redislocation 
taking place. H. W. Meyerpinec. 


Largent, B. F.: Separation of Lower Epiphysis of 
Tibia. Texas M. News, 1915, xxv, 232. 

Separation of the lower tibial epiphysis occurs 
between the second and eighteenth year, and is due 
to some strain producing an eversion of the foot, 
such as a violent fall. It gives symptoms of eversion 
of the foot with prominence upon the inner side of 
the ankle of the sharp lower edge of the diaphysis, 
tenderness, and crepitation. Treatment is im- 
mobilization. 

The author cites a case of two weeks’ standing, 
showing pain and swelling over the epiphysis. A 
cast was applied but gave no relief from pain. On 
further examination no deformity was found, but 
considerable pain, swelling, and disability were 
present. Incision revealed a wide-spreading, low- 
grade infection which finally yielded to drainage. 
The case was an epiphyseal separation plus a low- 
grade infection. R. G. PACKARD. 


SURGERY OF THE BONES, JOINTS, ETC. 


Frank, J.: The Use and Abuse of Lane Plates. 
Surg., Gynec. €8 Obst., 1915, xxi, 783. 

The author pleads earnestly for conservatism in 
the treatment of fractures and deprecates the 
this 
branch of surgery. His study of the literature re- 
veals the following facts: 

1. Fixation of fragments by plates is not always 
obtained, as an aseptic rarefying osteitis often 
loosens the screws. 

2. Plates, instead of acting as a scaffolding for 
new bony growth, often cause destruction of the 
adjacent osseous tissue. 

3. The primary firm fixation secured by plates 
not only does not stimulate osteogenesis but is a 
distinct hindrance to new bony growth. 

4. Persistent sinuses and stiffness in neighbor- 
ing joints subsequent to bone-plating are not at all 
infrequent. 

5. From an economic standpoint, operative treat- 
ment does not enable the patient to return to his 
vocation sooner than with conservative treatment. 

To the development of roentgenology and its 
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Fig. 1. Median incision down to the bone: the rugine 
has detached the muscular lip and lifted up the internal 
half of the tricipital insertion. (Mouchet and Gouver- 
neur.) 


application to this branch of surgery, the author 
attributes much of this excessive operative zeal. 
An X-ray plate may show an apparently poor 
anatomical result. Such is not incompatible with 
a good functional result. However, this phase is 
many times passed by and undue importance at- 
tached to the outlines in the X-ray plate. As a 
result operative methods are indulged in, and only 
too often to the detriment of immediate firm union 
and a good ultimate result. 

The author cites two cases in which he obtained 
good functional limbs with conservative methods 
(both had to be reoperated upon, but no foreign 
bodies were introduced) following extremely poor 
results subsequent to the application of the plating 
method. 


Mouchet, A., and Gouverneur, R.: Resection of 
the Elbow for Ankylosis from War Injuries 
(De la résection du coude dans les ankyloses par 
blessures de guerre). J. de chir., 1915, xiii, 329. 


In many cases of ankylosis of the elbow-joint 
resection is indicated. If the wound is completely 
healed and the ankylosis is at an obtuse angle op- 
eration is clearly indicated. If the ankylosis is at 
a right angle various factors must be considered. 
If the hand is in extreme pronation it is quite use- 
less and operation is indicated. Nerve lesions often 
accompany the injury. 

If the injury is recent, operation is indicated and 
the nerves may be freed at the same time; if 
six months or more has elapsed since the injury 
was sustained and trophic disturbances have al- 
ready begun it is too late to restore mobility to the 
joint. If the joint is ankylosed at a right angle and 
there is no other lesion the indications depend on the 
patient’s occupation and the condition of the mus- 
cles. If the muscles have undergone a great degree 


Fig. 2. The surfaces to be resected have been freed from 
soft tissue; and the scissors, at the line of articulation, 
are beginning to cut the ankylosis. The dotted lines on 
the humerus and bones of the forearm indicate where the 
bones are to be cut off. (Mouchet and Gouverneur.) 


of atrophy operation is useless. If the muscles are 
in normal condition, and if the patient is young and 
his occupation demands free use of his elbow-joint 
operation is indicated. If there is a fistula but the 
suppuration has been reduced to a very slight dis- 
charge and X-ray examination shows only a small 
zone of osteitis that can readily be removed op- 
eration should not be delayed to wait for complete 
healing, as the muscle atrophy increases during the 
delay; but if there is a free discharge and a consider- 
able area of osteitis operation should be delayed. 
In most cases the resection should be total, the 
ends of the humerus and both bones of the forearm 
being removed. As a general rule about 4 cm. 
should be resected, though of course the extent of 
the resection will vary in different cases. This free 
resection is necessary in order to get a mobile 
nearthrosis. There is danger of a return of the 
ankylosis if the resection is too conservative, but it 
is also necessary to secure a solid new joint, and for 
this reason the resection should be subperiosteal, 
the muscles being freed from the bones with a 
rugine with the greatest care and without cutting 
their insertions, for the muscles play the part of 
ligaments in the new joint and all their anatomical 
connections should be preserved. The joint should 
be in such a position that all the steps in the op- 
eration can be taken without moving it. This is 
best accomplished by having the arm thrown back 
toward the head with the palm resting on the table, 
so that its posterior face is upward. A median 
posterior incision is made, the middle of it being 
over the joint. The muscles should be removed 
from the bones methodically, beginning with the 
triceps and ending with the lateral muscle groups. 
It is best to cut the ankylosis with strong scissors, 
and then saw off the ends of the bones at the points 
indicated. The fibromuscular walls of the cavity 
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Fig. 3. Appearance of the cavity formed by the bone 
resection when the forearm is extended on the arm. 
(Mouchet and Gouverneur.) 


left by the removal of the bones should be examined 
to see if they contain any splinters of bone that 
might give rise to new bone formation. The walls 
should then be touched with a strong solution of 
carbolic acid, a drain inserted, the muscles brought 
together properly and sutured with catgut. The 
arm should be dressed at an angle of about 45 de- 
grees; the tonicity of the muscles will gradually 
bring the bones together and a new serous membrane 
will be formed between them. ‘The after-treatment 
is quite as important as the operation. ‘The drain 
should be removed on the fourth to the sixth day, 
and within a few days light massage should be be- 
gun. For ten to fifteen days there will be an in- 
crease in the atrophy of the muscles. ‘This is due to 
the inevitable traumatism of the operation, and that 
is why the subperiosteal method is so important, 
as it involves the least possible traumatism. Early 
light massage tends to counteract this atrophy. 
Movement should be begun very early, gen- 
erally on the ninth or tenth day, the movements 
being very gentle and slight at first and increasing 
in force and amplitude. Generally the patients are 
sent to a service for mechanotherapy on the fortieth 
to forty-fifth day. ‘The authors have never inter- 
posed any material between the bones, such as mus- 
cle, fat, or fascia, as some authors recommend. 
They believe that free resection will prevent rean- 
kylosis and that the introduction of any tissue with 
decreased vitality increases the danger of infection. 
They give the histories of 18 cases in which they 
have resected the elbow for ankylosis. In 8 the 
results were excellent; the movements are forceful 
and practically normal in extent; the patients have 
resumed their occupations. There are only slight 
lateral movements when the arms are at rest, and 
they disappear completely when they are in motion. 
In 7 cases the results were good. Extension is not 
complete, and a lateral movement decreases the 
force somewhat, but not enough to interfere with 
their work. In one case the results cannot be judged 
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Fig. 4. Roentgenogram of the resected elbow. In 
front of the coronoid process and at the level of the epitro- 
chlear may be seen dark spots, due to bits of bone included 
in the fibrous periarticular tissue and the insertions of 
the muscles. These bony protuberances limit extension. 
(Mouchet and Gouverneur.) 


because of involvement of the median and ulnar 
nerves. In two cases the results were only mediocre; 
free lateral movements and atrophy of the muscles 
make it necessary for the patients to wear an ap- 
paratus. A. Goss. 


McWilliams, C. A.: A Further Study of Bone- 
Grafting. Long Island M. J., 1915, ix, 485. 

In the 26 cases operated upon by the author all 
bone-grafts which had a covering of periosteum 
lived, excepting one. But 21 grafts without peri- 
osteum lived out of 38 cases. The author believes 
that an autogenous graft with a covering of perios- 
teum should be used, the success of which is de- 
pendent upon a good blood-supply. He reports 
one interesting case in full. James R. Martin. 


Ullmann, E.: Autoplastic Bone Transplantation 
(Autoplastischer Knochentransplantation). Wien. 
klin. Wchnschr., 1915, xxviii, 1360. 

Ullmann demonstrated a case of autoplastic bone 
transplantation with good functional results before 
the Medical Society of Vienna. The middle third 
of the ulna was crushed December 23, followed by 
suppuration and the discharge of bone fragments till 
February 16, when the necrotic bone fragments and 
the jagged ends of the bone were removed. In June 
after the wound had healed a piece of tibia was 
transplanted into the ulna. Healing occurred by 
first intention. Pronation and supination which 
had been imperfect before, became normal, and also 
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flexion of the hands and fingers. ‘The interposed 
piece of bone can be clearly seen in the roentgen 
picture. In connection with this Ullmann pointed 
out the fact that there is frequently a great discrep- 
ancy between the radiological findings and the 
functional usefulness of the limb. Lesions can often 
be seen in the roentgen picture that do not cause any 
functional trouble at all. ‘Too pessimistic conclu- 
sions as to function should not be drawn from the 
roentgen picture, even when there is displacement 
between the fractured ends. A. Goss. 


Phemister, D. B.: Fascia Transplantation in the 
Treatment of Old Fractures of the Patella. 
Ann. Surg., Phila., to15, lxii, 746. 

In old fractures of the patella with the fragments 
separated, the joint cavity extends forward between 
and in front of them, the quadriceps contracts and 
atrophies, walking is difficult, any motion requiring 
complete extension is impossible. Some operators 
in attempts at repair remove the lower fragment 
with the tibial tubercle and attach it to the upper 
one, others have used various plastic flaps to bridge 
the space between the two pieces. Phemister re- 
ports a case which had been treated for eight 
weeks with a posterior splint by the patient’s 
physician, and the patient still being unable to 
walk, a short posterior splint was worn for two 
months more, when he could walk with a cane, 
but at times the knee gave way under him suddenly. 
A 7-inch longitudinal incision was made over the 
front of the knee. The contracted lateral ligaments 
held the upper half three finger’s-breadth from the 
lower and on incision followed by strong downward 
traction there remained a 1-inch space between. 
To bridge this, a piece of fascia lata was sewed to 
the quadriceps above, to the patellar tendon be- 
low, and to the remains of the lateral ligaments 
on each side. The wound healed promptly. A 
plaster cast was worn four weeks; the man then 
walked with a posterior splint for four weeks, since 
then without support. Extension was almost com- 
plete, flexion 45 degrees. Eight months after op- 


eration flexion had increased to 90 degrees. He has 
been at work for the past three months. 
C. A. STONE. 


Hartman, W. L.: When, Where, and How to 
Amputate; Treatment of Gas Bacillus In- 
fection. Am. J. Surg., 1915, xxix, 451. 


Hartman says that his own experience and that of 
others has impressed upon him the fact that we are 
in the habit of waiting too long before amputating. 
He favors early amputation. The amputation 
should be made as soon after the accident as it is 
possible to transport the patient to the most suitable 
place available for the work. ‘The rule that most 
surgeons follow is to wait until the patient recovers 
from the shock of the injury, in the belief that im- 
mediate amputation would add greatly to the shock 
already existing. The author claims that early 
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amputation reduces the shock by controlling all 
hemorrhage, especially the oozing from bruised 
tissue. He also says that early amputation re- 
moves a source of great danger; viz., infectious 
matter incorporated in the wound. 

He advises the following procedure: 

1. Combat shock. Give morphine hypodermat- 
ically in one-quarter grain doses as often as necessary 
to put the patient under its influence. 

2. Control hemorrhage. 

3. Apply heat to the body. 

4. With all possible speed move the patient to 
the place where amputation may be done with 
greatest safety. 

5. Use normal saline solution either by hypoder- 
moclysis or by proctoclysis for extensive hemorrhage, 
preferably the latter method. When there has 
been a moderate loss of blood a larger amount of the 
solution may be given with tolerance than where 
there has been profuse haemorrhage. Never give 
more than one pint at first. He advises giving one- 
half pint every two to four hours, the first dose 
given by hypodermoclysis, the other by proctoclysis. 

In an amputation below the knee the weight of 
the body is supported by the tuberosities and the 
center of the middle third is the best site for ampu- 
tating. If four inches can be saved below the knee- 
joint a very good stump will result. 

Hartman suggests the removal of the fibula to 
obviate the discomfort produced by the pressing 
together of the two bones and to produce a better 
surface at the tuberosities. Notwithstanding the 
fact that many surgeons emphasize the danger of 
stump shrinkage, in the author’s opinion the more 
rapidly this very shrinkage can be brought about, 
the less time it will take to fit the patient with a 
comfortable artificial leg. 

When the amputation is done above the knee, 
however, it is more desirable that there be no shrink- 
age. Care must be exercised in applying the tour- 
niquet as nearly to the site of amputation as pos- 
sible. The scar line should never come in the center 
of the stump if it can possibly be avoided. It is 
always better to make a long anterior and a short. 
posterior flap. 

The author considers it unnecessary to leave 
drainage in a stump more than forty-eight hours, 
in the majority of cases not more than twenty-four 
hours. He recommends very highly the use of a 
gutta-percha tissue folded three or four times. 

Tor the treatment of a gas bacillus infection he 
recommends: 

1. Free incision of the infected area. 

2. Injection of oxygen into the invaded and sur- 
rounding tissue. 

3. The application of peroxide and leaving the 
wound absolutely exposed to the air. 

Where the infection has been progressing rapidly 
amputation should be made well above the involved 
tissue, the wound left wide open, the stump bathed 
in peroxide, no dressing, a continuous stream of 
oxygen playing into the wound, oxygen injected 
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into the tissues above the amputation, and 3 to 4 
ounces of whiskey internally every two hours. 
Puitre Lewin. 


Tuffier: Functional Value of the Stump After 
Amputation (De la valeur fonctionelle des moig- 
nons aprés les amputations de guerre). Bull. 
Acad. de méd., Par., 1915, Ixxiv, 786. 


A second operation has to be performed in a 
great many amputation cases. Ninety per cent of 
these secondary operations are on the lower limb. 
The best prophylactic measure is early and thorough 
disinfection of wounds. Wrong methods of op- 
eration and insufficient after-treatment are re- 
sponsible for a certain number of these secondary 
operations. In the lower limb the flap method 
should be used instead of the circular method, for 
it gives a more supple scar and one which is not 
located at the end of the stump. Elastic traction 
on the soft parts after operation will prevent a 
large percentage of vicious healing; pain due to the 
inclusion of nerves may be avoided by a little care 
in cutting the nerves high up. Terminal osteomyeli- 
tis, which frequently necessitates a second amputa- 
tion, is due to persistence of the original infection. 

Disarticulation at the hip-joint gives favorable 
results for the wearing of an artificial limb. Sub- 
trochanteric amputation in the upper fourth of the 
femur makes the adaptation of an artificial leg more 
difficult, but it is a less serious operation than 
disarticulation. A stump less than to cm. long is 
of no use as a lever in walking.- A posterior scar 
is much better than the scar from a circular amputa- 
tion with reference to fitting the artificial leg, but 
the flap method necessitates cutting the bone higher 
up and thus shortening the stump. If the flap 
method does not change an amputation in the 
middle third into one in the upper third it should be 
given the preference over the circular method. 
Intracondyloid amputations give good results, while 
disarticulation of the knee does not. Amputations 
below the knee should be as low down as possible. 
If it is necessary to amputate in the upper fourth 
the leg should be removed as near the knee as pos- 
sible, for the stump is useless and dangerous. 
The scars of amputations below the knee have given 
very bad results. The circular method should be 
entirely abandoned; a posterior flap is the best. 
Tibiotarsal disarticulation and intramalleolar am- 
putation enable the patient to walk with very 
little limping. The same is true of Lisfranc’s and 
Syme’s amputations; but Chopart’s amputation 
almost always necessitates secondary operation and 
should be used only in exceptional cases. 

Secondary amputations are the exception in the 
arm, so the aim here is to preserve as much of the 
limb as possible. Intradeltoid amputation is much 
preferable to disarticulation of the shoulder for it 
makes the application of an artificial arm much 
easier. The circular method is preferable in the 
arm, because the terminal scar does not have to 
bear any weight. In the forearm it is especially 
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important to keep as long a stump as possible. A 
difference of three or four centimeters is of the 
greatest importance in the function of the forearm. 
At the wrist a palmar flap is preferable to the cir- 
cular method. In any amputation it is of great 
importance to preserve the function of the adjacent 
joint by early mobilization. A. Goss. 


Eloesser, L.: Amputations and Their After-Treat- 
ment. Calif. St. J. Med., 1915, xiii, 459. 


The author draws the following conclusions: 

1. Amputation wounds should be drained. 

2. The most rigid asepsis should be exercised. 

3. Freedom from post-operative pain and relief 
from tension should be obtained by adhesive plaster 
traction. 

4. In septic amputations the cut should be made 
straight through close to the infected area and the 
stump should be taken care of secondarily by the 
proper re-amputation. 

5. The final result should be a painless end- 
bearing stump. 

6. Pain in the stump is due to neuromata, peri- 
osteal irritation, or to a weight-bearing scar. 

7. Neuromata may be avoided by a high section 
of the nerve. 

8. Painful neuromata should be permanently 
blocked above the neuroma by an alcohol injection. 

9. Periosteal irritation is avoided by: (1) epiphy- 
seal amputation, (2) osteoplastic procedure, (3) ex- 
articulations, and (4) aperiosteal amputations. 

10. Atrophy of the muscles of the stump is 
avoided by suture of the opposing tendon groups. 

11. End-bearing should be secured by early 
massage, early use of the stump, and by early ap- 
plication of the artificial limb. G. I. BAUMAN. 


ORTHOPEDICS IN GENERAL 


Katzenstein, M.: Treatment of Beginning Flat- 
Foot (Ueber die Heilung des Plattknickfusses). 
Therap. d. Gegenw., 1915, lvi, 462. 


The primary defect in flat-foot is a weakness of 
the ligaments; changes in the position of the bones 
are secondary. In the beginning stages it is the 
tibionavicular ligament that is involved and the 
foot bends outward, the distance between the tibia 
and the scaphoid becoming greater than normal. 
Gradually the bones of the arch sink down and we 
have complete flat-foot. 

In the early stages when only the tibionavicular 
ligament is involved the condition may be cor- 
rected by injecting about 0.5 ccm. of 4 per cent 
formalin solution into each side of the ligament at 
various points. This is done under local anesthesia, 
and a small dose of morphine may be given. The 
formalin hardens and tans the ligament, so that 
it shrinks. After the injection a plaster cast is 
worn for a month. At the end of this time the 
position of the foot is entirely normal and no sort 
of plate for flat-foot needs to be worn. 
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It should be the aim of orthopedic surgery to dis- 
pense with the use of all sorts of external apparatus. 
Thus far Katzenstein has never used the method 
described in more advanced cases where more deep- 
seated ligaments were involved, but he is now carry- 
ing on anatomical studies that he hopes will enable 
him to utilize the method in these cases also. 

A. Goss. 


Marshall, H. W.: Foot Strain and Other Common 
Foot Defects. Bosion M.&S.J., 1915, clxxiii, 979. 


After commenting on the frequent disappoint- 
ments in the ordinary methods of treatment of 
common foot troubles, Marshall gives a new classi- 
fication and elaborates some sound principles for 
the management of hard cases. His grouping in- 
cludes: (1) simple relaxations and strains; (2) rigid 
flat-foot and allied conditions; (3) foot-strain in 
other pathologic states; and (4) miscellaneous lesions 
associated with foot-strain. He cites many cases 
under these divisions, and shows some fine photo- 
graphs to illustrate his points. 

In treating the strains, he emphasizes that too 
much trust should not be put in any element, such 
as the plate, but supplementary exercises, flexible 
shoes, etc., should be considered. ‘Too abrupt and 
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sudden changes in the foot-wear should not be 
made, but it must be borne in mind that feet vary 
greatly in shape and size, and that bad.deformities 
will often show no symptoms, while often with no 
deformities symptoms will be intense. The cause 
of rigid flat-foot is not known, although often the 
condition of the circulation is a big factor in addition 
to the strain. Other pathologic states causing foot 
troubles may include infantile paralysis, arthritis 
deformans, old fractures, cardiorenal trouble, hallux 
valgus, and poor posture, and should be treated as 
such. Also spurs of the os calcis, hypertrophic bone 
changes, and chronic inflammatory skin diseases 
may produce foot ailments. 

The author urges conservative treatment, and 
concludes that the routine use of any one device 
should be avoided, but that any alterations must 
gradually be made, and the use of plates, straps, 
and flexible shoes gradually discontinued. Tonic- 
eliminative measures are all important in addition 
to mechanical treatment. Anatomic features, as 
flat-foot or hallux valgus, must not be overestimated, 
nor functional features underestimated. The only 
fixed principle in regard to supports is to determine 
and to prescribe the adequate minimum support 
for relief of symptoms. R. G. Packarp. 


SURGERY OF ‘THE SPINAL COLUMN AND CORD 


Bonnus, G.: Radiotherapy in Spastic Affections 
of the Spinal Cord from War Injuries (La 
radiothérapie dans les affections spasmodiques de 
la moelle par blessures de guerre). Paris méd., 
1916, vi, 32. 

Bonnus gives the details of 11 cases in which he 
used roentgen therapy for spastic affections of the 
spinal cord resulting from war wounds. He used a 
filter 1 mm. thick, and the distance of the anti- 
cathode from the skin was never more than 15 cm. 
One to one and one-half H was applied at the lesion. 
The number of applications varied from six to nine 
for each patient, one a week being given. Sometimes 
quite pronounced effects were observed after the 
first treatment. The results were best in the in- 
juries of the cervical cord and poorest in the 
lumbar cord, though there was improvement in all 
cases. 

The poorer results in the lumbar cord may have 
been due partly to defective technique, as these were 
the first cases treated, but partly doubtless to the 
greater amount of exudate, as the spinal canal is 
larger in the lumbar region. ‘The time since the 
injuries varied from two to eleven months, and in 
none of the cases was there any tendency to spon- 
taneous recovery before the application of radio- 
therapy. There was improvement not only in the 
spastic phenomena, but in the. intense pain caused by 
inflammation of the nerve-roots. He has also had 
good results in the treatment of painful neuritis of 


the median with radiotherapy. A. Goss. 


Saenger: Tumor of the Spinal Cord Treated with 
Roentgen Rays (Mit Roentgenstrahlen behan- 
delte Rueckenmarksgeschwulst). Deutsche med. 
Wcehuschr., t915, xli, 1586. 


A 33-year-old woman had had rheumatism in 1912 
and in 1913 came to the hospital for pains in the 
sacrum and various symptoms that gave the im- 
pression of hysteria. After a year of hospital 
treatment she complained of pain in her head and 
neck and a feeling of lameness and uncertainty in 
her legs. The possible diagnoses were multiple 
sclerosis, compression myelitis, and tumor of the 
spinal cord. Saenger decided in favor of the latter 
and localized the tumor at the fifth dorsal vertebra, 
where it was found on operation. When the dura 
was opened, dark, soft spongy masses protruded. 
They extended into the cord substance and only 
the extramedullary part could be removed. The 
dura was closed with catgut. 

After the operation the pain in the neck and up- 
per part of the dorsal cord improved, but complete 
paralysis of the bladder occurred. As the progno- 
sis was very unfavorable on account of the intra- 
medullary tumor, the patient was sent to the roent- 
gen institute where she was given roentgen treat- 
ment. The result was astonishing. The patient 
can not only walk alone but can climb stairs if 
supported. Her general condition is good and the 
pains have stopped. This is not only a brilliant 
operative result but it shows the good effect of roent- 
gen rays in intramedullary tumors. A. Goss. 
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O’Ferrall, J. T.: Fracture Dislocations of the 
Cervical Vertebree. JN. Orl. M. & S. J., 1915, 
Ixviii, 385. 


In fracture dislocations the type of lesion so 
commonly seen and least frequently recognized is 
that of unilateral rotary dislocation with fracture. 
The symptoms resulting from upper cervical in- 
juries vary from instant death to very mild symp- 
toms, such as neck rigidity, pain, and asymmetry 
of the head. 

The spinous processes may be found out of line. 
The most important points of diagnosis are: 

1. The position of the head, the chin pointing 
away from the main lesion. 

2. The position of the transverse process of the 
axis. 

3. The results of the digital examination of the 
pharynx. 

4. The lateral and anteroposterior radiographs, 
the latter taken with the mouth as wide open as 
possible. 

As to the treatment, if the surgeon can thor- 
oughly convince himself that he is dealing with a 
simple unilateral subluxation, intelligent manipula- 
tion may be done with perfectly safe results. If 
complete reduction fails and there are no symptoms 
of cord pressure, a Minerva jacket with the head 
held in full extension should be applied and worn 
for six weeks to two months. If trouble con- 
tinues after this a permanent apparatus should be 


worn. G. I. BAUMAN. 


Albert, H.: Chordoma, with the Report of a 
Malignant Case from the Sacrococcygeal Re- 
gion. Surg., Gynec. §F Obst., 1915, xxi, 766. 


The author reports a case of a very rare tumor, 
only 16 of the kind having been reported to date. 
The tumor was composed of notochord structure 


SURGERY OF THE 


Delorme: Injuries of Nerves by Projectiles, Espe- 
cially Injuries of the Sciatic (Sur les blessures 
des nerfs par les projectiles et en particulier sur les 
blessures de sciatique). Rev. de chir., 1915, xxxiv, 
402. 


Delorme discussed the above subject before the 
Paris Surgical Society, basing his conclusions on a 
large number of cases that he had had occasion to 
operate upon. He is an advocate of operation after 
cicatrization of the wound, especially in cases where 
paralysis begins at once and does not show improve- 
ment. When the incision is made the ends are 
generally found several centimeters from each 
other, a large neuroma occupying the intervening 
space. In these cases he sections the nerve beyond 
the neuroma, brings the ends together and sutures 
them. In some cases there is cicatricial adhesion 
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and must have had its origin from remains of this 
primitive axial skeleton. 

The case in question occurred in a man 26 years 
of age. Traumatism appeared to play a rdéle in the 
causation of the neoplasm. The tumor was located 
in the posterior wall of the lower part of the rectum 
and was not adherent to the coccyx nor to any other 
portion of the vertebral column. 

The principal symptoms were pain in the rectum 
and difficulty of defecation. Two operations were 
performed to remove the tumor, and a third one — 
a colostomy — to give relief to the patient after the 
recurring process had extensively infiltrated the 
surrounding tissue. 

The patient died fourteen months after the 
tumor was first recognized. No autopsy was 
secured. 

The tumor, at the time of the first operation, 
measured 5.5 cm.x4 cm.x 2.5 cm. It was soft 
in consistency and was light in color. The micro- 
scopic picture which was striking and character- 
istic, showed that the tumor consisted essentially 
of large vesicular cells which tended to break up, 
forming a foamy substance. 

The tumor was distinctly malignant, as shown by 
the infiltration of surrounding tissue and the clinical 
course. 

It is believed that the influence of the traumatism 
was to stimulate to growth, a rest of notochordal 
structure which had been displaced during the 
period of foetal development. 

Of the 16 cases reported, 10 had their origin from 
the base of the skull in the region of the spheno 
occipital synchondrosis and 6 developed in the 
sacrococcygeal region. 

Of the 16 cases reported, 10 were pathologically 
malignant and 6 benign, although some of the latter 
caused death by virtue of their location. Of the 
malignant ones, 6 had their origin from the base of 
the skull and 4 from the sacral region. 


NERVOUS SYSTEM 


of the nerve to neighboring parts, but no break in the 
continuity of the nerve. 

He explores carefully till he finds the limits of the 
lesion, excises the cicatricial tissue and sutures the 
freshened ends of the nerve together. In some cases 
of contusion of the sciatic that give rise to persistent 
pain, localized adhesions are found, but sometimes, 
even when the pain is intense, no visible lesion can 
be discovered. 

In the discussion Gosset said that he had per- 
formed 60 operations for wounds of the peripheral 
nerves. He believes that every time an injury of a 
peripheral nerve is diagnosed an exploratory incision 
should be made, so that the lesion can be observed 
directly. This exploratory incision should be made 
within two or three weeks after the injury. 

ROUTIER expressed surprise at the number of 
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operations performed by Delorme, and at the fact 
that he applied the same treatment to all cases. 
He has only operated in three cases. 

LEGUEU pointed out that there are two objections 
to early operation in nerve injuries: persistent sup- 
puration and the difficulty of making an exact 
diagnosis of the nerve-lesion. -He advocates ex- 
ploratory incision. 

DELBET expressed surprise at the large number of 
operations performed by Delorme, and at the fact 
that he seemed to have sacrificed the nerve-trunk 
without having any exact information as to its 
anatomical condition or its physiological value. 

QuENu declared that it was impossbile to recog- 
nize with the naked eye whether the nerve was intact 
and to determine the anatomical value of a nerve 
cicatrix. A. Goss. 


Mueller, E.: Treatment of Paralysis of the Radial 
Nerve (Zur Behandlung der Radialislachmung). 
Beitr. z. klin. Chir., 1915, xcviii, 263. 


Mueller describes two cases in which the function 
of the radial nerve was restored after nerve-suture. 
In one of the cases there was an interval of eleven 
months after the operation before the nerve began 
to show signs of returning function; after that the 
restoration was very rapid. It has generally been 
assumed that if function is not restored by the end 
of six months it will not be. This case shows that 
it may be restored after that time and therefore no 
supplementary operation should be performed that 
will interfere with nerve function if it is restored. 

The radial innervates the extensors of the hand 
and fingers. When the radial is paralyzed and an 
attempt is made to close the fist the wrist is flexed 
also and this interferes with the closing of the fist. 
In treatment therefore the flexure of the wrist must 
be prevented. Mueller recommends that this be 
accomplished by the transplantation of a strip of 
fascia lata. The technique is as follows: 

A longitudinal incision is made in the middle of 
the extensor side of the forearm extending over the 
middle three-fifths of its length, another in the mid- 
dle of the back of the hand, a third along the meta- 
tarsal of the thumb. The skin and subcutaneous 
tissue is loosened up on both sides of these incisions 
and under the bridge between the incisions on the 
forearm and hand. A strip of fascia lata 22 to 25 
cm. long and 5 to 6 cm. broad is transferred to the 
arm. It is drawn under the bridge of skin and 
fastened first at the back of the hand, and then 
after the hand is placed in a position of marked 
dorsal flexion it is sutured to the forearm under 
tension. By means ofa small strip the thumb is also 
fastened in extension and abduction. After the 
flap is sutured in place and the wounds sutured the 
hand is kept bandaged for three to four weeks, the 
fingers of course being left free and moved every day. 
This operation is performed at the same time as 
the suture of the radial. The operation does not 
affect any of the important structures of the hand 
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so it does no harm if the nerve regenerates, and it 
gives the patient a useful hand if it does not. 
A. Goss. 


Wilms: Early Operation, Mechanics of Nerve 
Injuries and Technique of Suture (Zur Frueh- 


operation, Mechanik der Nervenverletzung und 
Technik der Naht). Deutsche med. Wchnschr., 1915, 
xli, 1417. 


Within the first ten days to two weeks after an 
injury it is very easy to suture the divided ends of 
the nerve, and if some of the nerve-fibers are intact 
to distinguish them from the injured ones and pre- 
serve them. 

The conditions are very different in late opera- 
tions. A large amount of scar tissue has formed 
between the ends of the nerve which must be re- 
moved, and a gap is thus left which requires great 
tension on the nerve to fill. The limb must be fixed 
for a long time in the position that removes tension 
from the nerve. Moreover bits of bone have fre- 
quently become incorporated in the scar tissue which 
could have been very easily removed at early opera- 
tion. 

The objection is urged against early operation 
in all cases that it is impossible to tell whether 
operation is necessary or not. Wilms proposes in all 
cases to make an exploratory incision to find out. 
This can readily be done under local anesthesia, 
does no harm if unnecessary, and gives the patient 
much better chances for restoration of function if 
operation is necessary. The nerve-fibers are general- 
ly displaced in the direction of the exit wound so 
that spontaneous restoration of function is improb- 
able. To strengthen the suture it is well to leave a 
band of tissue from the external wall of the neuroma 
connecting the two ends of the severed nerve. Illus- 
trations are given of how this is done. The sutured 
ends may also be enveloped in sheaths made of 
calves’ arteries, fascia, or other material. 

A. Goss. 


Pitres, A.: Histological Processes in the Cicatriza- 
tion and Restoration of Function of Injured 


Nerves (Sur les processus histologiques qui prés- 
ident a la cicatrisation et a la restauration fonc- 
tionelle des nerfs traumatisés). J. de méd. de 


Bordeaux, 1915, \xxxvi, 21. 


Pitres gives a detailed description of the histo- 
logical processes that take place in the injury and re- 
growth of nerves. The nerves are made up of the 
nerve-fibers themselves and connective tissue. 
Cicatrization is absolutely different in the two kinds 
of tissue; it takes place very rapidly in the connec- 
tive tissue, while the specific nerve tissue is restored 
very slowly. The connective tissue restores the 
physical continuity of the nerve, but not its func- 
tion. Very slowly new nerve-fibers make their 
way through the bridge of connective tissue. 

Experiments on rabbits showed that when the 
nerve was simply cut with a knife and reunited by 
first intention it took eight to eleven months to re- 
store conductivity; when there was a distance of a 
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centimeter it took 13 months; and when there was a 
distance of 2 centimeters it took 28 to 30 months. 
Suppuration of course retards healing, so that it is 
of the greatest importance to keep wounds aseptic 
if possible. : 

Suture of the nerve within a few hours after the 
injury is logical and often very effective, because it 
prevents the ends of the nerve from being separated 
and exuberant connective tissue from being formed 
between them, and it makes it easier for new fibers 
to grow out from the central to the peripheral end. 
But however early and however perfect the suture 


may beit does not prevent degeneration of the periph- 
eral end of thenerve. The belief that the function 
of a severed nerve can be quickly restored in any 
way is a mistake. The cases that have been re- 
ported are based on mistaken observation or inter- 
pretation of facts. Late suture rarely gives good 
results, for it interferes with the restorative pro- 
cess that is going on in the central end of the nerve. 
Resection of the central end is contra-indicated, 
because it destroys the histological proliferation of 
nerve-tissue that has already taken place there. 
A. Goss. 


SURGERY OF THE SKIN, FASCIA, AND APPENDAGES 


Bowen, J. T.: Precancerous Dermatoses; the 
Sixth Case of a Type Recently Described. 
J. Cutan. Dis., 1915, xxxiii, 787. 

The author reports in detail 6 cases of a chronic 
dermatosis, 3 of his own and 3 described by Darier, 
which constitute a cutaneous disturbance previously 
unrecognized. ‘The affection is of a chronic nature 
and begins as a papule covered by a horny layer and 
a serous exudation, forming a cornified crust, under 
which is found a red, oozing, granular surface. 
Histologically, the lesions show marked prolifera- 
tion of the rete Malpighii, numerous evidences of 
karyokinetic division and amitoses, with clumping 
of nuclei and vacuolization of the cells. In ad- 
vanced lesions there is hyperkeratosis and para- 
keratosis of the horny layer. " 

At the time that 2 of these cases were reported in 
an earlier article it was stated that they evidently 
belonged in the class of precancerous dermatoses, 
resembling histologically Paget’s disease of the 
nipple. In 2 of Darier’s 3 cases cancerous degenera- 
tion had occurred. 

In 1900 Darier proposed the name “dyskeratose”’ 
for a lesion of the epidermis in which a certain num- 
ber of Malpighian cells become differentiated from 


the rest and undergo evolution, with the production 
of an imperfect keratinization. This condition of 
dyskeratosis is found in a group of affections which 
include: (1) psorosperme folliculaire végétante; (2) 
Paget’s disease of the nipple; (3) molluscum conta- 
giosum; (4) the precancerous dermatoses of Bowen. 
Though the nature, cause, and etiological sig- 
nificance of ‘‘dyskeratose” are unknown, yet it is a 
distinctive histological lesion, the chief interest of 
which lies in the fact that it occurs in the cellular 
lesions of certain cancers. The dyskeratosic der- 
matoses are also clinically associated with cancer, 
though psorospermosis and molluscum contagiosum 
cause epithelial proliferation without malignant 
sequel. The other two affections (la maladie de 
Paget et la dyskeratose de Bowen) are frankly pre- 
cancerous, and while dissimilar clinically, they are 
alike in presenting vacuolization, confusion, and 
inequality of the Malpighian cells. While dyskera- 
tosis is common to all the conditions just described, 
it is the degree to which it is present that is import- 
ant, as the condition occurs to some extent in 
arsenical keratosis, keratosis senilis, Roentgen-ray 
dermatitis, xeroderma pigmentosum, and _ spinocel- 
lular epitheliomata. E. K. ARMSTRONG. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Lathrop, A. R. C., and Loeb, L.: Further Investiga- 
tions on the Origin of Tumors in Mice; Tumor 
Incidence and Tumor Age in Hybrids. J. 
Exp. Med., 1915, xxii, 713. 


The authors here report the results that they ob- 
tained in crossing the strains described in their 
preceding paper. They used some of the hybrids 
thus obtained for further hybridization. Soon 
after the beginning of their studies of heredity in 
cancer in mice they began experiments in hybridiza- 
tion in order to determine whether a tendency to a 
high or a low tumor rate prevailed in the offspring of 


two parents, one of which had a high, while the other 
had a low tumor rate; or, to state it differently, 
whether a tendency to develop cancer is a dominant 
or a recessive character. 

They found that in crossing strains known to dif- 
fer in their tumor rates, the hybrids showed in a 
considerable number of cases a tumor rate corres- 
ponding to the parent with a high tumor incidence; 
in some cases the offspring had the tumor rate of the 
parent -with a low tumor incidence; in certain cases 
the tumor rate of the offspring was intermediate 
between those of the parents. 

That these results were not accidental was shown 
by the fact that they were able to show in some cases 
that two sisters crossed with the same strains or 
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with the same male gave similar offspring, and in 
other cases that the same individual crossed succes- 
sively with two strains that behaved similarly pro- 
duced hybrids with a similar tumor incidence. 

The authors state that some evidence exists for 
the conclusion that different strains in being crossed 
with other strains differ in their power to impress 
their tumor rate upon the crosses. Thus the English 
strain and the first and second daughters of No.1o 
have the tendency to transmit to the offspring a 
high tumor rate, while Cream, Silver, and some 
furopean strains other than 151 have a tendency, 
they state, to transmit a low tumor rate. While 
crosses of these daughters of No. to with European 
151 or with No. 8% showed the high tumor rate of 
the mothers, the crosses of one of the same females 
with Cream or Silver showed an intermediate tumor 
rate. 

The authors found further evidence for their con- 
clusion previously stated that age class of the tu- 
mors and tumor rate were not dependent on the 
same factor. ‘The age class entered into the crosses 
as a factor independent of the tumor rate. Thus 
they found in the crosses between the first daughter 
of No. 10 and Cream, and in the crosses between 
the same female and English Silver, a similar tu- 
mor rate, but the age classes differed in conformity 
with the difference in the age classes of the parents. 

They found, furthermore, that while in some cases 
a tumor rate and an age class that corresponded to 
each other (high tumor rate, early tumors—low 
tumor rate, late tumors) were transmitted to the 
offspring, in other cases tumor rate and age class 
transmitted to the crosses diverged. It seemed to 
them that certain strains with very late tumors if 
mated with strains with earlier tumors had a tend- 
ency to transmit to the offspring their own tendency 
to very late tumors. With a certain strain lateness 
of the tumors seemed to be dominant, while a low 
tumor rate was not necessarily dominant in the 
same crosses. This, they state, was noticeable in 
the crosses into which the strain European + 102 
or 103 entered as one of the parents. 

If both parents had a similar tumor rate, the off- 
spring had usually a similar tumor rate. There 
was, however, one exception to this rule in the case 
of the German+Carter mice, in which the offspring 
showed a much lower tumor rate and higher age 
class than either of the parent strains. ; 

GeorcE E. BEILsy. 


Woglom, W. H.: Diet and Tumor Growth. J. Exp. 
Med., 1915, xxii, 766. 

This study by Woglom was undertaken in order to 
control the findings of Van Alstyne and Beebe, who 
found that the transplantable neoplasm known as 
the Buffalo rat sarcoma grew better when the hosts 
were fed on a diet containing carbohydrates, espe- 
cially lactose, than when they were kept on a non- 
carbohydrate regimen, provided that these sub- 
stances were administered continuously for several 
weeks before inoculation. The enhanced suitability 
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of the lactose-fed animals was sometimes shown 
both by increased inoculation percentage and more 
vigorous proliferation of the tumors, at other times 
by rapid growth alone, the percentage in the latter 
case being similar to that obtaining for the controls. 
If these findings were applicable to all propagable 
neoplasms, according to Van Alstyne and Beebe, 
it might be possible to rescue a poorly growing 
tumor, or to obtain large amounts of tissue for 
experimental purposes; it is evident, also, that the 
labor and expense incidental to adapting spontane- 
ous new-growths for transplantation could be mate- 
rially curtailed by the simple expedient of keeping 
on hand a number of lactose-fed animals, a possi- 
bility which demands the fullest investigation. 

In summing up his experiments Woglom states 
that in a total of 9 experiments comprising 123 
lactose-fed animals and 10g controls, the tumors 
were slightly larger or the inoculation percentage 
a trifle higher in the lactose-fed mice in three, in the 
control mice in three, and in three no difference 
could be discerned between the two groups. Such 
an even distribution, the author states, makes it 
almost certain that the addition of lactose to the 
diet did not in the slightest affect the growth of the 
tumors employed, and intimates, though of course 
it does not prove, that the findings published by 
Van Alstyne and Beebe may have been the outcome 
of chance. GeEorGE E. BEILBy. 


Fraenkel, S., and Fuerer, E.: Experimental Treat- 
ment of Malignant Neoplasms _ (Kritische 
Studien zur experimentellen Therapie maligner 
Neoplasmen). Wéien. klin. Wehnschr., 1915, xxviii, 
1433. 


The authors describe their experiments in treat- 
ing malignant tumors with the fluid expressed from 
tumors of the same kind under a pressure of 450 
atmospheres. The treatment was attempted in two 
ways: the fluid was either injected directly into the 
animal to be treated, or it was injected into another 
animal, whose serum was then injected into the 
animal to be treated. The results of their experi- 
ments were negative, from which they conclude that 
tumor fluid has neither a therapeutic nor an im- 
munizing effect. Their results are not in accord 
with those of Abderhalden, who has reported suc- 
cessful results from the use of such tumor fluid. 


A. Goss. 


Teutschlaender, O.: Late Tetanus (Spaettetanus). 
Deutsche med. Wchnschr., 1915, xli, 1453. 


Teutschlaender describes a case of grenade injury 
of the thorax in which the fragment remained lodged 
in the muscles of the back. The patient was given a 
prophylactic injection of antitoxin. He had pyo- 
pneumothorax for which rib resection was done and 
he seemed to be recovering, when suddenly he 
developed tetanus and died within twenty-four 
hours. Mice were inoculated with material from 
around the foreign body and died of tetanus, show- 
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ing that the germs had been harbored there, and 
not in the empyema. The outbreak of tetanus was 
five months after the original wound. 

Teutschlaender accounts for this late outbreak of 
tetanus by the fact that the preventive inoculation 
held the tetanus in check for about two weeks; then, 
besides, the wound was an open one for a consider- 
able time and therefore unfavorable to the develop- 
ment of tetanus; but the foreign body became en- 
capsulated and in the closed wound the bacteria 
had an opportunity to develop. Suddenly the cap- 
sule around the foreign body, which lay near the 
spinal column was broken, and the active toxin was 
discharged into the spinal canal. Hence the ex- 
tremely acute course of the disease after its out- 
break. 

The case cited shows that tetanus bacilli may 
remain encapsulated and inactive for a long time, 
and that the mere preventive inoculation of anti- 
toxin does not protect the patient from a later 
outbreak of the disease. Fragments of shells and 
grenades should be removed thoroughly; if they 
become encapsulated they should be removed to- 
gether with the scar tissue. So long as there is any 
reason to suspect that tetanus bacilli may still be 
harbored in the body a protective injection of 
antitoxin should be given whenever there is a suspi- 
cious rise of temperature. A. Goss. 


SERA, VACCINES, AND FERMENTS 


Balcarek, A.: Clinical Value of the Meiostagmin 
Reaction (Beitraege zur Beurteilung der klinischen 
Verwertbarkeit der Meiostagminreaktion). Med. 
Klin., Berl., 1915, xi, 1159. 


Balcarek reports the results of his application of 
the meiostagmin reaction in 46 cases of malignant 
tumor, 43 of them carcinoma and 3 sarcoma, and 
also in 135 cases of various other diseases. The 
details of the results are given in tables and also the 
histories of a number of the cases. 

In most of the cancer cases the reaction was 
positive, and in some of them it served to confirm 
a doubtful diagnosis and decide the method of 
treatment. It was negative in a few cases of scir- 
rhous cancer. The reaction appears throughout 
the malignant disease, but is more marked in the 
later stages. It is also positive during pregnancy, 
at the height of the menstrual period, and in nephri- 
tis and uremia. In one case of cancer complicated 
with pneumonia the reaction was negative, but be- 
came positive after recovery from the pneumonia. 
Except in these conditions a positive reaction in- 
dicates cancer. 

The sera used must be absolutely free from 
hemolysis and perfectly clear. They should not 
be obtained during the process of digestion. Exu- 
dates and transudates that appear during a 
malignant disease may be negative even when the 
serum is positive, so they should not be used for the 
reaction. A. Goss. 
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Hirschfelder, J. O.: Complement-Fixation in 
Diagnosis with Bacterial Extracts Prepared 
with Digestive Ferments. J. Am. M. Ass., 1915, 
Ixv, 2073. 

The author prepares an antigen from various 
organisms by allowing them to digest for a short 
time (variable in the case of different organisms) 
with trypsin or pepsin. The digested mixture is 
filtered through a Berkefield or Pasteur filter and 
the clear filtrate used as an antigen. The gono- 
coccus, pneumococcus, staphylococcus, streptococ- 
cus, streptococcus rheumaticus, and tubercle ba- 
cillus were used. In standardizing the bacterial 
emulsions for digestion a photometric apparatus 
was used and the unknown suspensions standard- 
ized against emulsions containing a known amount 
of bacteria by weight. 

Tables show that antigen prepared in this way is 
superior to antigen prepared by other methods. 
Good results are reported in gonorrhoea, pneumonia, 
typhoid fever, tuberculosis, and streptococcic in- 
fections. The paper is in the nature of a preliminary 
report. More work is being done with various 
organisms, especially the spirocheta pallida. 

F. H. FAtts, 
BLOOD 

Woltmann, H.: Transfusion by the Citrate Method 
in a Sixty-Hour-Old Baby with Melzena Neona- 
torum. J. Am. M. Ass., 1915, Ixv, 2163. 

A baby girl, weighing 8 pounds, was delivered 
with low forceps because of an incompletely rotated 
head. The delivery was made without difficulty 
and with no apparent injury to the child. During 
the first fifty hours, the child was irritable and cried. 
She then passed a small amount of bright blood 
from the bowels and three hours later a larger 
amount of dark blood, at which time she was given 
a subcutaneous injection of normal horse serum. 
During the next seven hours eight or ten stools 
were passed, composed exclusively of dark blood. 
The ears were colorless, lips and finger-nails cyanot- 
ic, and the child was having difficulty in breathing. 
The median basilic vein of the baby was raised 
through a small incision and 60 ccm. of citrated 
blood injected with a record syringe and needle. 
The child’s color was noticeably improved in both 
the ears and the lips, respirations were easy, and 
for the next two hours she slept. During the next 
few hours two more stools of dark blood were passed, 
evidently that remaining in the bowel at the time 
of transfusion. From that time recovery was un- 
eventful. The blood used in transfusing was pre- 
pared by placing in a sterile container 10 ccm. of 
sterile 2 per cent sodium citrate solution and adding 
to that 100 ccm. of blood removed from a vein in 
the father’s arm with a syringe and needle. 

Epwarp L, CorNELL. 


Lewisohn, R.: The Citrate Method of Blood 
Transfusion in Children. Am. J. M. Sc., 1915, 
cl, 886. 


Among the 30 cases of blood transfusion in which 
the citrate method was used, 7 were in children. 
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The first child in whom the new method was ap- 
plied was a boy, aged five years, with extensive 
burns. He received two transfusions of 150 ccm. of 
blood. His hemoglobin was raised from 42 to 72 
percent. The improvement in the general condition 
of the child was most remarkable. 

The second case was a child, aged three years, 


with hemorrhages from the intestinal tract. This: 


child received its first transfusion (Lindeman’s 
method) in August, 1914. The hemorrhages then 
ceased for six months, but the patient was read- 
mitted to the hospital in February, 1915, on ac- 
count of the recurrence of hemorrhages. A second 
transfusion of 200 ccm. of blood (citrate method) 
from the father of the child failed to stop the 
hemorrhages. An exploratory laparotomy was 
then decided upon, preceded by another transfusion 
of 450 ccm. of citrated blood. An exploration of the 
stomach and duodenum was negative. Two weeks 
later the hemorrhages began again, and as the child 
was very anemic another transfusion was advised; 
this time the Unger method was used. The im- 
provement following this transfusion was only tem- 
porary and a fifth transfusion (citrate method) 
was given in May, 1915. Since then the child has 
improved wonderfully. The hemorrhages have 
stopped entirely. The child appears to be in per- 
fect health, but palpation of the abdomen reveals 
an enlarged spleen. This probably explains the 
hemorrhages from the stomach. This case shows 
how much can be accomplished by repeated blood 
transfusions. In regard to the new method, it 
shows that citrated blood is as efficient as unmixed 
blood. The reason that the clinical result of the 
last transfusion was so much better than that of the 
three previous transfusions (two done with the 
citrate method and one with the Unger method) is 
probably based on the fact that the blood of the 
last donor was exceptionally well adapted to this 
child’s blood. Very little is known about the rela- 
tive values of the blood of different donors, but 
it certainly is advisable in cases where one trans- 
fusion fails to give good results to try another donor. 

The third case was a child, aged six months, suf- 
fering from an aplastic anemia. ‘The child re- 
ceived two transfusions, each of 100 ccm. The 
baby had improved remarkably and showed an 
excellent color, but it was readmitted to the hos- 
pital two weeks later on account of severe gastro- 
enteritis, to which it succumbed on August 15, 1915. 
In tiny infants, a small amount of blood ought to be 
introduced repeatedly in order to safeguard against 
sudden overloading of the circulatory system. 

The fourth case was a nine-months’-old baby; the 
indication for transfusion was a severe anemia. 
The child received too ccm. of blood and the 
hemoglobin was raised from 16 to 26 percent. The 
child’s condition was decidedly improved. This 
was the only case in this series which had quite a 
severe reaction (rise of temperature to 102° F. with- 
out chill) following the transfusion. 

The fifth case, a seven-year-old girl, had profuse 


intestinal hemorrhages on the fourteenth day of 
typhoid fever. The hemorrhages were so profuse 
that the child was in a dying condition; she was 
unconscious and the radial pulse was not palpable. 
An immediate transfusion was done, the blood being 
taken from the mother; in all 400 ccm. of blood was 
transfused. The change in the condition of the 
child was most remarkable. She reacted while 
she was receiving the blood and the pulse appeared. 
The hemorrhages stopped and ro further bleeding 
occurred during the course of the illness. The 
disease ran a very severe course, and to combat the 
marked sepsis a second transfusion was deemed 
advisable. This was again done by the citrate 
method three weeks after the first transfusion. The 
symptoms of severe typhosepsis were not changed 
by this transfusion and the child died seven weeks 
after the onset of her illness. 

The sixth case was a three-year-old boy, a hemo- 
philiac, who was very much exsanguinated from 
a severe hemorrhage which had lasted for twenty- 
four hours. He received 250 ccm. of citrated blood 
and the bleeding stopped immediately; his hamo- 
globin was raised from 19 to 39 per cent. 

The last case, the youngest in this series, was a 
baby, aged twenty days, which had been bleeding 
since its birth from the umbilicus. The transfusion 
of 80 ccm. of citrated blood stopped the hemorrhages 
immediately and permanently; the baby was taken 
home a few days later. Epwarp L,. CorNELL. 


BLOOD AND LYMPH VESSELS 


Clinton, M.: Traumatic Aneurism of the External 
Iliac Artery. Am. J. Surg., 1915, xxix, 454. 

Clinton reports a rare and interesting case of 
aneurism of the external iliac artery occasioned in a 
patient by an injury sustained while jumping on a 
moving car. He became lame after the injury and 
about six weeks later a lump appeared under the 
tender area. The lump was tender and caused a 
“beating pain.”” The lump and lameness increased , 
and at the time of the operation the aneurism was 
found to be about the size of a bantam egg, and of a 
sacular type. The sac was obliterated with mat- 
tress sutures and this was reinforced by a silk liga- 
ture gently tied in the place of the upper clamp. 
The patient made a very good recovery. 

E. C. RosBitsHEK. 


Oser, E.: Aneurism and Its Treatment (Ueber 
Gefaessanuerysmen und deren Therapie). Wien. 
klin. Wehnschr., 1915, xxviii, 1396. 

Operation is the only method of treatment. In- 
jection of coagulating substances into the sac in- 
volves great danger of embolism. Compression 
only prevents increase in size, but does not cure. 
The author demonstrated a case in which compres- 
sion had been applied to an aneurism of the sub- 
clavian for six months because the patient refused 
operation; there was practically no decrease in size. 

Immediate operation is indicated in threatened 
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perforation and infection. When perforation threat- 
ens, the pressure inside the sac becomes very great 
and this causes intense pain from pressure of the 
nerves and stretching of the sac. 

Among 28 cases of aneurism that the author has 
had since the beginning of the war, emergency oper- 
ation to prevent perforation had to be performed in 
4; in one case an aneurism of the subclavian per- 
forated, but the life of the patient was saved by im- 
mediate ligation of the vessel. 

The author demonstrated a case of very large 
aneurism of the subclavian that was operated on 
just in time to prevent rupture. In the infra- 
clavicular fossa there was a tumor as large as a 
child’s head; the scapula was pushed out on that 
side. After temporary resection of the clavicle 
and ligation of the proximal and distal ends of the 
vessel the sac was opened and drained posteriorly 
and anteriorly. Uneventful recovery followed. 
Suture would have been impossible in this case. 

During the Bulgarian War the consensus of 
opinion among surgeons was that the best treatment 
was ligation of the affected vessels and extirpation 
or drainage of the sac. Since the beginning of this 
war most surgeons have advocated suture of the 
vessels, but the results reported thus far have not 
been particularly brilliant. The technique of 
suture is not so difficult but it lengthens the time of 
the operation and increases the danger of infection. 
The outcome of the operation is still more doubtful 
when whole pieces of vessel are transplanted. The 
author did not have gangrene-or trophoneurotic 
disturbances in any of his 28 cases. One case that 
was very septic when the operation was performed 
died of sepsis. Operation on aneurism should be 
as early as possible, as it is easier to operate while the 
sac is thin, and collateral circulation is established 
within a few days. 

In the discussion, von Eiselsberg recommended 
early operation and held that suture was the ideal 
method of operation. He has operated upon 65 
cases, performing lateral or circular suture in 20 of 
them. Five of the 65 patients died. A. Goss. 


Price, J. W.: Blood-Vessel Anastomosis; with 
Especial Reference to the Use of Cannula- 
Forceps. Am. J. Surg., 1915, xxix, 431. 


Price reviews the many attempts at blood-vessel 
anastomosis and tells of a cannula-forceps devised: 
(1) to obviate the need for stay sutures; (2) to ac- 
curately approximate endothelial surfaces of ves- 
sels to be anastomosed); (3 to prevent constric- 
tion at the suture line; (4) to alleviate the necessity 
of a skilled assistant in vessel surgery; and (5) to 
shorten the time of the procedure. 

The cannula has a caliber of 1.5, 2, and 3 mm. and 
is slightly spooled at one extremity. It may be 
used for temporary anastomosis between two blood- 
vessels, for transfusion, or for permanent end or 
end-to-side anastomosis. Price’s new modification 
consists in the addition of three barbs placed equi- 
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distantly around the circumference of the cannula. 
The technique is as follows: 

1. The cannula is opened and then closed to in- 
clude the vessel, 3 to 4 mm. from its cut end. The 
end of the vessel is then caught by three iris hooks 
from within and “‘cuffed over” the spooled portion 
of the cannula and held by the three barbs. 

2. The end of the second vessel is then caught 
from within by iris hooks and pulled over the everted 
end of the cannula and fastened on the barbs, thus 
bringing the endothelial surface of one vessel next 
to the endothelial surface of the other. 

3. A continuous suture is inserted through all the 
coats of the blood-vessel 2 mm. from the approxi- 
mated ends. 

4. The vessels are removed from the barbs...” 

5. The cannula is slipped out of the cuff away 
from the line of sutures, and is then opened and 
removed. 

6. The Crile clamp distal to the anastomosis is 
removed first, then the proximal clamp, allowing the 
blood to flow. Other sutures are inserted to con- 
trol oozing. H. G. Garwoop. 


SURGICAL THERAPEUTICS 


Symmers, W. St. C., and Kirk, T. S.: Urea as a 
Bactericide; Its Application in the Treatment 
of Wounds. Med. Press & Circ., 1915, c, 512. 


The action of urea is demonstrated by the follow- 
ing experiment: Old putrid tuberculous sputum 
gave, on ordinary agar tubes, a confluent mass of 
growth of various bacteria; this sputum was then 
saturated with urea at room temperature and, 
after fifteen minutes, a loopful was smeared on agar 
tubes, the result being that only three colonies 
developed. When the ureated sputum was planted 
out after thirty minutes only one colony appeared 
on the agar tube, thus contrasting markedly with 
the control tube, which, as stated, was covered by a 
confluent mass of growth in which the colonies 
were too numerous to be counted. 

This bactericidal effect is active in the presence of 
blood and such like organic fluids. Moreover, urea 
is non-irritating to living tissues and the dry sub- 
stance may be sprinkled over wounds to almost any 
extent without any injury to the parts resulting. 

Of the several cases quoted, the following is 
abstracted: 

A soldier was admitted to the hospital with a 
large crepitating abscess over the sacrum. The 
abscess was opened, and three pieces of metal were 
removed and a quantity of gas containing pus was 
liberated. The cavity was scraped and solid urea 
was put into it and the skin closed with a continuous 
silkworm gut suture without drainage. Union by 
first intention took place. The pus was planted 
out on agar and a gas-producing micro-organism 
grew copiously. 

Since October 4, 1915, all the wounded soldiers 
have been treated with urea and it has been found 
that sloughing infected wounds dressed with urea 
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once in twenty-four hours give better results than 
similar cases treated in any other way. 

The striking fact noted in watching wounds treated 
with urea under protective tissue is the absence of 
the venous congestion of the tissues that occurs in 
cases treated with ordinary wet dressings, continuous 
irrigation, or frequent baths. The circulation in 
the tissues is normal and repair seems to be much 
more rapid than under the conditions produced by 
fomentations, etc. Likewise, there is no irritation 
of the skin. 

The drawbacks to its use are that in some cases it 
produces a considerable amount of pain, which can 
be met by the administration of morphia, and in the 
fact that urea absorbs moisture somewhat quickly 
and becomes caked. This caking, however, can 
be prevented by exposing the urea as little as pos- 
sible to the air. Epwarp L. CorNELL. 


Grangée: Heliotherapy of War Injuries (Helio- 
therapie des blessures de guerre). Paris méd., 1915, 
v, 558. 

Grangée has charge of a military hospital of 150 
beds, and has established an improvised service for 
heliotherapy in a neighboring vacant lot. The 
patients are simply placed on mattresses laid on the 
ground with their heads protected by umbrellas. 
He has treated in this way three classes of cases: 
(1) fractures; (2) fistula; (3) torpid wounds showing 
no tendency to cicatrization. He has had much 
better results in his treatment than before he began 
to use heliotherapy. The scars are less adherent, 
more supple, and never painful. The callus is never 
exuberant. ‘The repair of the wound and the con- 
solidation of the bone take place more rapidly. 
Sequestrz are often eliminated spontaneously. He 
does not expose very large wounds to the sun im- 
mediately. He tried it and found that it caused 
a rise of temperature and an increase of suppuration. 
But in two or three weeks the most severe wounds 
can be exposed directly to the sunlight without any 
covering at all. 

If covered with a light dressing to protect them 
from the air the patients can be given heliotherapy 
at once. Wounds are deodorized almost at once 
when exposed to the sun, and the temperature falls. 
The suppuration increases at first and then decreases 
rapidly. He had only one failure in the case of a 
torpid wound after amputation of the foot for gan- 
grene from freezing. The patients were at first 
exposed for half an hour a day, which was gradually 
increased to three or four hours. Sometimes there 
was erythema, but it was never serious and doubt- 
less could have been avoided with care. He thinks 
this treatment might be applied advantageously in 
industrial accidents. A. Goss. 


RADIOLOGY 
Richards, A.: The Biological Explanation of 
X-Radiation Effects. Am. J. Roentgenol., 1915, 
ii, 908. 
Three theories are reviewed: the lecithin hy- 
pothesis of Schwarz; the chromatin hypothesis of 


Hertwig; and the enzyme hypothesis of Packard. 
The first, the author regards as overthrown. After 
briefly recounting his experiments with the other 
two, he mentions a fourth, as follows: ‘ During 
the last several years attempts have been made to 
explain many vital phenomena as due to changes 
in the permeability of cell membranes to various 
substances in solution; . . if the permeability 
be changed for any of these substances, we may 
expect a difference in the activities of the cell, 
due to the penetration of a different set of chemical 
substances. The suggestion offered itself that 
X-radiation may act by causing such changes. To 
test this possibility, the author performed experi- 
ments along several different lines. . . . . The 
conclusion seems warranted that permeability 
changes are not the causal factors in the events 
which follow radiation.” 

The facts as they are at present known in regard 
to the effects of radio-activity on living matter, show 
that life processes are subject to marked changes 
under the influence of radiation, a slight exposure 
being accelerative in most cases, while a more intense 
treatment is inhibitive or destructive. As a causal 
factor in these effects, the demonstrable injury to 
the chromatin of the cells is undoubtedly important; 
but there are also substantial evidences that the 
modifiability of enzymes under the action of the 
rays likewise plays a considerable part either directly 
or indirectly in the resulting injury. 

Davin R. Bowen. 


Murphy, J. B., and Morton, J. J.: The Effect of 
Roentgen Rays on the Rate of Growth of Spon- 
taneous Tumors in Mice. J. Exp. Med., 1915, 
xxii, 800. 

The author’s first problem was to determine 
whether or not X-rays in a small dose administered 
to an animal as a whole would produce an effect on 
the subsequent growth of a cancer, different from 
that produced by a similar dose applied directly to 
the cancer outside the body. For this purpose it 
was necessary in one set of animals to confine the 
X-ray effect to the animal alone, ruling out any 
possible action on the cancer, and in a second set to 
confine the X-ray effect to the cancer, preventing an 
indirect effect on the animal. Spontaneous tumors 
of the mouse were selected for this work as a more 
suitable material than the transplanted tumors. 
The results are given briefly as follows: 

In the first series there were 52 mice with various 
stages and types of spontaneous cancers in the 
group. ‘The tumors were removed as completely as 
possible by operation, and the whole animal was 
then exposed to a stimulating dose of X-ray (Cool- 
idge tube). Immediately afterward a graft of the 
original cancer was replaced in the groin of the 
animal. In 26 of the 52 animals treated in this 
fashion, there resulted a complete immunity to the 
recurrence of the disease. Only those animals were 
included in this number that lived and remained in 
good physical condition for at least five weeks after 
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the treatment. The majority lived from two to 
four months, some eight months, and some are still 
living. There has been no evidence of a local re- 
currence at the site of operation, nor where the 
graft was implanted, nor of metastasis in those 
that have died. Among the remaining 26 animals 
of the series the average time for the appearance of 
the graft was five weeks and four days, a figure 
which contrasts strongly with the figure for the 
control animals. The number of recurrences at the 
original location of the tumor was 11 among the 52 
animals, all occurring in the latter 26. 

In the second series, for controls the authors had 
29 mice with spontaneous tumors of various sorts. 
These animals were operated on in the same manner 
as the animals in the first series, but a graft of the 
cancer was returned without treatment of either 
the animal or the cancer. The tumors were kept 
outside the body for the same length of time as in 
the first series. In 28 of the 29 cases the grafts grew 
progressively. In one the graft grew for a period 
and then retrogressed to complete absorption. 
The average time for the grafts to become palpable 
was one week and five days. This is about the 
same figure obtained by Rous. Local recurrences 
of the cancer occurred in 14 of the 29 animals. 

In the third series the cancers were removed in 
the same manner as in the first two series, but in this 
group the cancers were subjected to the same amount 
of treatment that the animals in the first series re- 
ceived. A graft from the cancer, after this treat- 
ment outside of the body, was returned to the 
groin of the original host, as in the other experi- 
ments. Ten mice with spontaneous tumors were 
used for this series, and in all 10 cases the returned 
grafts grew. The average time for these to become 
palpable was one week and three days. There was 
a local recurrence of the tumor in 4 of the 1o animals. 

GEORGE E. BEILBy. 
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Primrose, A.: Disabilities, Including Injuries 
Caused by Bullets, Shrapnel, High Explosives, 
etc. Canad. M. Ass. J., 1915, v, 853- 


Of 819 cases coming before the medical board to 
be examined as to their fitness to return to active 
service after furlough on account of sickness, non- 
traumatic conditions were found to exist in 314 
cases. Many cases of disability were accounted for 
by flat-foot, varicose veins, hernia, heart-disease, 
hemorrhoids, and tuberculosis. Men subject to 
these diseases should not be enlisted because they 
are rather a burden than a help to the army. 

Of the traumatic cases, injuries of the upper part 
of the body were the most common. Gas poisoning 
was responsible for 96 cases of disability, 17 of 
which suffered nerve exhaustion and 36 of which had 
other wounds in addition. Nervous shock is im- 
portant as a sequel to injury and the soldier should 
not be returned to action until completely recovered. 
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The 505 traumatic cases were divided as follows: 


Traumatic effects of high explosives..................4 
Traumatism caused by accidents, and not due to bullets, 
SEN 6 nauk pocdcereat Sd asccacsaccoweusan’ 64 





=. SG chek ni ieehchaneas ain cada ade ee 96 
Gunshot, bullet, and shrapnel wounds, etc.............. 266 
MS 4554p aAAKAE SAMOS Od hee aeeenenes 505 

J. H. Sxizes. 


Soubeyran: Treatment of Wounds in War (Le 
traitement des plaies de guerre). Paris méd., 
IQI5, V, 482. 

Soubeyran describes three stages in the treatment 
of war wounds: 

1. The first is mechanical and consists in freely 
opening up and cleansing the wound, curettage, 
hemostasis, and drainage, but no suturing. 

2. The second is the antiseptic or chemical 
stage. Various antiseptics may be used, but they 
should be used in weak enough solution so as not 
to injure the tissues. They should be applied soon 
after the wound is made to be of service, for after 
the bacteria have begun to proliferate deep in the 
tissues antiseptics do not reach them. 

The third stage he designates as physiological, 
and he believes that nutrient fluids, such as those of 
Locke and Ringer, Hédon and Fleig and Schiassi, 
are of great service. They bring about the best con- 
ditions for the spontaneous repair of the diseased 
tissues. 

For several months the author has been using 
Schiassi’s fluid in cases of very severely infected 
wounds and has had the best of results. The form- 
ula for the solution is: sodium chloride 6.5 gm.; 
potassium chloride, 0.3 gm.; fused calcium chloride 
1 gm.; sodium bicarbonate 0.5 gm.; glucose 1.5 gm.; 
and distilled water 1,000 gm. The sodium and 
potassium contribute to the nutrition of the cells; 
the sodium bicarbonate combats acidosis, and the 
glucose is nutrient. In addition to being used to 
irrigate and dress wounds these solutions may be 
given subcutaneously or rectally by the drop method 
with good results. A. Goss. 


Fauntleroy, A. M.: Report on the Medicomilitary 
Aspects of the European War. Burcau Med. & 
Surg., Navy Dept., Washington, 1915. 

Fauntleroy contributes a valuable monograph on 
this now exceedingly interesting subject, the text 
being well illustrated by many excellent reproduc- 
tions of photographs. 

The reviewer cannot resist the temptation, since 
a detailed abstract of such a large monograph is 
physically impossible in the allotted space, to point 
out that Fauntleroy’s contribution differs in two 
respects from the many “‘reports’’ which have been 
published in the American medical journals since 
the outbreak of the present European War. First, 
in that he did not endeavor to treat the entire prob- 
lem of war surgery, and, second, in that he has not 
restricted himself to personal observations in a 
limited sphere, but, equipped as he was, with ex- 
cellent military training, he studied certain prob- 
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of grenade wound of face with loss of 
right eye. 
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Fig. 1. Showing great mutilating effect Fig. 2. Shrapnel wound of face with 
multiple fracture of lower jaw and con- 
siderable loss of substance. 


lems from the standpoint of the professional military 
surgeon, surveying situations from an aeroplane, 
as it were, which afforded him a bird’s-eye view of 
the entire battlefield from the firing line to the base 
hospitals. 

While the object of his report is to point out the 
actual lessons learned from this great, if not the 
greatest war, and while the average civilian surgeon 
will be unable to apply the lessons to a possible war 
of our own, except under situations of topography 
resembling the battlefields in France where the ob- 
servations were made, it will be worth while for 
every member of the profession interested in military 
surgery to read Fauntleroy’s monograph, because 
he is the first one in American literature to have 
pointed out the probable activities of a professional 
character in base hospitals. 

The author divides his report into four parts. 
In the first he takes up the organization and equip- 
ment of the fighting units with reference to sanitary 
relief. He discusses with the precision of a tech- 
nician the weapons in use, their ballistics, and the 
wounds they produce. An interesting section is 
devoted to asphyxiating gases. He refers to these 
gases as chlorin or bromin compressed to liquid 
form and liberated from tanks. The gases being 
heavy hug the ground and sink into the trenches. 
Unprotected troops rapidly develop a capillary 
bronchitis causing death by ‘‘drowning.” Those 
receiving concentrated gases die in a very few 
hours either from cedema of the glottis or from heart 
exhaustion in attempting to pump the blood 





through the engorged capillaries surrounding the 
bronchioles. 

Prophylaxis is of the utmost importance. ‘This is 
accomplished by a combined helmet and respirator 
(mask) which is intended not only to render the 
gas innocuous, but also to protect the eyes. A 
snugly fitted mask, held tight by means of elastic 
bands will be satisfactory. Detailed description of 
the pattern with the openings for the eyes and mouth 
and extra pads containing moist chemicals to neu- 
tralize the obnoxious gases is furnished. 

In the second part Fauntleroy takes up the trans- 
portation and care of the sick and wounded. This 
forms a highly interesting chapter to American 
readers who must bear in mind the facilities which 
are conspicuous by their absence in the western part 
of our country. 

Fauntleroy begins by complaining, as most 
medicomilitary writers have done after all preceding 
campaigns, that ammunition trains have the right 
of way, and after these come the provision trains. 
The abstracter points out that while war represents 
a huge traumatic epidemic, dead and wounded are 
losses — the latter even burdensome incumbrances 
—which cannot expect the attention given such un- 
fortunates in civil life, since, when the safety of a 
nation is at stake, the achievement of victories is 
the sole aim of commanding generals, and they allow 
medical personnel and institutions rather because 
they help to maintain fighting efficiency than from 
any humane notion. This is a fact which few ci- 
vilian medical men realize. 





Fig. 3. Showing front view of high-ex- 
plosive shell wound involving loss of lower 
jaw and great destruction of tissue. 
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Fig. 4. High-explosive shell wound of right shoulder, with entire loss of deltoid muscle 
and complete shattering of upper half of right humerus; but the larger blood-vessels and 


nerves were uninjured. 


The wound was infected and there were numerous large sloughs 


in different parts of the wound. A large number of small fragments of bone were re- 
moved in this case, and under wet dressings and overhead extension the wound rapidly 
cleared up; the patient was comfortable and could be dressed without pain. 


The task of transporting the wounded is, even at 
best, a complicated one, undergoing startling varia- 
tions, taxing the courage and resourcefulness of 
military surgeons. This is due, not so much because 
there is not enough personnel to cope with the enor- 
mous number of wounded, but to the rapid expan- 
sion of the medical department, which prevents 
smooth running of the machinery — a preachment 
which members of our medical reserve corps, in 
active list, should take to heart. 

A military unit may advance, retreat, or remain 
stationary, any one of which may create situations 
of the greatest difficulty for the diverse medical 
services. In an advance the situation for the 
wounded is the most favorable if there be a suffi- 
ciency of transport facilities. If the enemy ad- 


vances, first-aid stations, temporary hospitals, etc., 
at the front must be speedily evacuated, and much 
confusion results as well as loss of equipment which 
must be eventually replenished. In_ stationary 
campaigns, such as is now extant in France, time 
is afforded to perfect and maintain organization. 
The railway companies have reconstructed their 
lines to meet the demands created by the war. 
The organization of the diverse aid and dressing 
stations, field hospitals, etc., is given in great detail. 
Considering the tremendous number of persons 
and institutions placed at the disposal of the war 
department, it could not be expected that all aid 
would be uniformly organized. In spite of the 
fact that in nomenclature and organization proper 
there is some difference between the French service 





Fig. 5. 
explosive shell wound of upper arm. 
immediate amputation performed at the shoulder-joint. 


Fatal case of gas-bacillus infection of the arm and forearm, following a high- 
Patient received five days after injury and an 
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Fig. 6. Showing a gas-bacillus infection of a mutilating shoulder wound, due to a 
high-explosive shell fragment, and accompanied by necrotic infiltration of a large part 


of the chest wall, which proved fatal. 


The patient was received five days after injury 


and the necrotic material was removed, followed by continuous irrigation. 


and that of our own army medical corps, which re- 
sembles more closely the organizations of the 
German army, in reality they are all alike in the 
essential features in regard to aid stations near the 
firing line, ambulance companies with dressing 
stations as a second line of relief, field hospitals, 
and evacuation and base hospitals closer to the home 
zone. 

A noteworthy variation is presented by the field 
hospital under the charge of Dr. Alexis Carrel, 
which in reality is an advanced base hospital of 
sixty beds. Carrel gets only the most serious cases. 
There experiments are made with antiseptics to 
combat the infection of wounds. Dr. Dakin has 
compounded a solution of sodium hypochlorite 
which seems to meet all demands, so that the 
wounded can be early transported to hospitals to 
the rear and new ones accepted to keep the sixty 
beds filled all the time. 

Of special interest are the transportable hospitals 
which make possible the employment of first class 
surgery where no suitable building is available. 

Coming to the base hospital work, Fauntleroy 
makes a statement which is characteristic, in the 
light of the introductory remarks given above. 
‘By far the largest percentage of cases treated in 
base hospitals are compound fractures involving 
long bones and mutilating wounds of the face.” 
He goes on to state what is already known to mili- 
tary surgeons, that at the frontal institutions such 
cases which would never reach the base hospital 
alive, must be taken care of, and at the base such 
cases which present less acute complications of 


serious wounds will be the ones coming for surgical 
aid. Thus a hemorrhage from vessels in the ab- 
domen will be seen only at the front. But abscesses 
and fecal fistule will be the clinical material at the 
base hospitals. It is evident, therefore, that here 
doors are thrown wide open to the specialist surgeon 
for operative work of a reparative and corrective 


‘character for oral, facial, and other prothesis, and 


for a decided struggle against sepsis. It is in these 
hospitals that individualization comes into its own 
and that the higher war surgical problems can be 
solved satisfactorily and the skill of higher surgery 
brought into play, drainage, splinting, and all sorts © 
of extension, irrigation of wounds, etc. This is a 
picture of daily routine on newly arrived patients 
at the American hospitals at Neuilly, under Dr. 
Blake, described by the author, and typical of all 
other hospitals. 

Fauntleroy contributes an exhaustive discussion 
on gas bacillus infection, but outside of conveying 
detailed information on this terrific result of modern 
warfare, illustrated by highly instructive photo- 
graphs, adds little to what is already known of the 
character and treatment from contemporaneous 
literature. 

Special contributions on neurologic, pathologic, 
and dental work are interesting, but offer nothing 
especially new to the military surgeon. It must not 
be forgotten that the volume under consideration 
is not intended as a manual on war surgery, but is 
merely a report by a military man to his department 
chief. Unfortunately naval surgeons and surgeons 
to the land forces have experiences not always 
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Fig. 7. Showing Dr. Edmund B. Piper’s system of hydraulic irrigation. 


identical. Under these conditions the work repre- 
sents an effort highly creditable to the author and 
must be looked upon as a valuable and authentic 
contribution to military surgery. 

Gustavus M. BLEcH. 


Leslie, R. M.: Clinical Effects of Asphyxiating War 
Gases. Am. Med., 1915, x, 875. 

The gases used in the European War consist 
mainly of chlorine and occasionally bromine. ‘The 
gas is projected from cylinder tubes, and, being 
heavier than air, it floats along the ground. 

The main effect of the gas is to produce an acute 
irritation of the respiratory mucous membrane 
which may be fatal at once or may result in later 
complications. The complications which arise 
are oedema of the lungs, acute laryngitis and bron- 
chitis, bronchopneumonia, gangrene of the lung, or 
distant lesions resulting from changes in the blood. 
Gangrene of the feet has resulted. Kidney irrita- 
tion is common, and disorders of the nervous system 
result frequently. 

The symptoms are primarily referable to the 
respiratory tract. Choking, cyanosis, and froth- 
ing at the mouth are accompanied by vomiting. 
Severe shock and collapse ensues. Food is refused 
on account of the nausea. Ina few days symptoms 


of pneumonia may develop. Many cases are so 
disturbed nervously that they are unfit for military 
duty for many many months. 

The treatment is either prophylactic or curative. 
The prophylactic is the most important and con- 
sists of the wearing of a proper respirator soaked 
with some alkali, such as sodium carbonate solution. 
Sir Hiram Maxim has devised an apparatus for 
lighting bombs in the vicinity of the gas cloud in 
order to cause an upward air current and so take 
the gases upward. 

The curative treatment is mainly the accepted 
one in regard to lesions of the respiratory tract. 

J. H. Skies. 


Ferraton: Military Surgery at the Front with the 
Fourteenth Army Corps (La chirurgie de guerre 
de premiére ligne au xiv corps d’armée). Lyon 
chir., 1915, xii, 565. 

Ferraton describes the transportation of the 
wounded from the trenches to the surgical hospital 
near the firing line. Stretcher-bearers are stationed 
in the trenches with the soldiers and are exposed to 
the same dangers. Many of the trenches are so 
narrow that ordinary stretchers cannot be used, and 
chairs or hammocks suspended on poles have to 
be substituted. Even in the trenches there are first- 
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aid stations — little subterranean rooms capable of 
sheltering one or two wounded men, and protected 
from the shells as well as possible. Here there is a 
physician stationed who can give injections of ether 
or camphorated oil, or morphine for allaying pain 
and to control threatening hemorrhages. 

Most of the wounded are carried to the dressing 
station of the regiment, established in a farmhouse 
or schoolhouse or even in the cellars under demol- 
ished houses. These stations are exposed to the fire 
of the enemy too and the equipment is sometimes 
quite rudimentary. The wounds are examined, 
painted with iodine, aseptic dressings applied, and 
fractures hastily immobilized, but no operations are 
performed, except occasionally ligation for hemor- 
rhage or tracheotomy for threatened asphyxia. 
From this point the division stretcher-bearers, under 
the command of a medical officer of the first rank, 
carry the wounded to the sorting ambulance. ‘They 
are transported on stretchers and in two and four- 
wheeled carriages drawn by horses. 

There are three sorting ambulances belonging 
to the fourteenth corps. Here, too, only emergency 
operations are performed; tetanus antitoxin given, 
and fractures more carefully immobilized. The 
wounded are divided into three classes: (1) those 
only slightly wounded who need nothing more than 
the simple treatment given here; (2) the moderately 
wounded who require surgical attention; and (3) 
the severely wounded, for whom immediate opera- 
tion is important. ‘The moderately wounded are 
sent to the evacuation hospital and the severely 
wounded to the surgical hospitals, three of which are 
attached to the fourteenth corps. The author’s 
work has been in one of these. Automobiles travel 
night and morning from the sorting ambulances to 
the surgical hospital; telephone communications 
make it possible for automobiles to be sent at any 
time for emergency cases. A difference of a very 
few hours sometimes decides the life of the patient. 
Automobiles are sometimes sent directly to the 
dressing station for severe cases to save the time 
necessary for going through the sorting ambulance. 

All kinds of operations are performed at these 
hospitals, within from two to five or six hours after 
the men are wounded. Some surgeons have held 
that it would be better to forward the patients to the 
nearest city with a well-equipped hospital before 
performing the more serious operations, but the 
author thinks that the decrease in time and the 
avoidance of shock from transportation more than 
compensate for any defects in the equipment of 
these hospitals, and that they save many lives. 
They have treated 1,041 wounds, 294 of them being 
of the lower limb, 284 of the head, 273 of the arm, 
97 of the thorax, 49 of the abdomen, 26 of the neck, 
and 18 of the pelvis and lumbar region. ‘The chief 
difference between the wounds of this and those of 
previous wars is the great preponderance in this war 
of shell and shrapnel wounds and the greater 
amount of infection on account of the size of the 
wounds and the conditions in the trenches. Small 
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wounds from ordinary bullets, which are greatly in 
the minority, may be regarded as non-infected and 
are simply cleansed, painted with iodine, and an asep- 
tic dressing applied; but large and medium-sized 
wounds should be thoroughly opened up, cleansed, 
irrigated, all bone fragments, necrotic tissue, and 
foreign bodies removed and drained. It is par- 
ticularly important to open up medium-sized 
wounds, with an opening say the size of the finger, 
otherwise the external wound may close up and shut 
in bacteria which will proliferate rapidly in the deep 
tissues. If there is any doubt as to a fracture, the 
treatment for fracture should be given till a radio- 
graph can be made. No manipulations should be 
resorted to that would cause displacement of the 
ends or of loose fragments. Loose fragments should 
be removed, but fragments that are attached by 
periosteum, even if they are movable, should be let 
alone. For the dressing of fractures solid plaster 
casts are too heavy and do not allow of perfect care 
of the wound. Partial plaster casts united and 
solidified by rings of metal are preferable. To secure 
extension they may be provided with curtain rods 
that glide in and out, or with rods with springs 
interposed. 

The kind of disinfectants used in wounds is not so 
important as the care and attention with which they 
are applied. The author prefers irrigation with 
potassium permanganate followed by hydrogen 
peroxide. Gauze moistened with alcohol or ether 
is the best dressing. The dressing should be left on 
several days unless there are signs of infection, when 
the wound should be opened up and irrigated fre- 
quently. 

In joint lesions Ferraton practices early arthrot- 
omy; if this is not effective resection facilitates 
drainage. Conservative treatment is the rule in 
injuries of the thorax unless it is necessary to control 
severe hemorrhage. If a pleural effusion becomes 
infected, pleurotomy is indicated. All wounds of the 
skull should be trephined, disinfected, and drained. 
The brain should not be explored for deep projec- 
tiles. Operation should be performed in injuries of 
the abdomen to control intra-abdominal hemor- 
rhage. In other cases expectant treatment is fav- 
ored. A. Goss. 


SURGICAL DIAGNOSIS 


Wilcox, H. B.: Macewen’s Sign. Arch. Pediatrics, 
1915, XXXii, 909. 

The diagnostic value of the sign has been ques- 
tioned by some, perhaps largely because as yet there 
has been no definite attempt made to classify skull 
percussion with reference to the size, density of the 
skull, stage of development of the bones, age of the 
individual, and influence of disease upon these bones. 
In order to conclude anything from such percus- 
sion, there must first be established a normal note 
for the various sorts of skulls that come under 
observation, as is recognized in the percussion of 
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the chest in the infant or adult with thin or thick 
walls. 

Macewen’s sign is best determined by the stetho- 
scope placed on the forehead just above the base 
of the nose. The skull is tapped directly with the 
percussing finger or hammer over the parietal 
region, beginning just over the parietal boss, from 
which the percussing finger should approach the 
point at which the stethoscope is applied. This 
should be carried out on both sides of the head. 

The typical sign, observed in this way, consists 
of a high-pitched, sharp, short, cracked-pot note. 
It is most distinct when percussion is being done 
over, behind, or below the parietal boss on either 
side, is unchanged as the point percussed passes 
downward, and diminishes in intensity and charac- 
ter as the percussing finger approaches the stetho- 
scope. The latter point is important and is valu- 
able in differentiating between a false and true 
Macewen sign, as the reverse obtains in percussing 
the normal skull; that is, the nearer to the point of 
listening the tapping is done, the more loudly the 
note is heard. 

After a thorough discussion of the sign as seen 
in diseased children of varying ages, the author 
concludes as follows: 

1. The skulls of children of various ages and 
development have percussion notes peculiar to 
the state of the cranium. 

2. It is possible to establish a note normal to the 
various types of crania found in infants and chil- 
dren. 

3. A positive Macewen sign éxists when varia- 
tion from the normal note is found. It consists in 
a relative change rather than a definite condition 
common to all diseased crania. 

4. The sign is better elicited by the stethoscope 
than by the unaided ear. 

5. Increased clearness of sound when percussion 
is done over the posterior portion of the skull rather 
than near the stethoscope is diagnostic. 

6. The sign uniformly accompanies conditions 
of increased intracranial tension and is not found 
unless this causative factor exists. 

7. It is equally applicable to infants and older 
children. 

8. It was present in 50 of 53 cases of tuberculous 
meningitis. 

9. It was present in 17 of 18 cases of meningitis 
of other types. 

10. It was present in all of 5 cases of poliomyeli- 
tis. 

11. It was found to vary directly with the develop- 
ment and recession of cerebral symptoms as com- 
plications of disease not directly affecting the 
central nervous system. 

12. It was present in 11 of 13 cases of pneu- 
monia, in 5 of which lumbar puncture showed in- 
creased cerebrospinal fluid under pressure. 

13. The sign is uniformly lacking in children 
normal as to the brain and its coverings. 

Epwarp L. CoRNELL. 
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Operation on a Minor Without Consent of Parent. 
Bakker vs. Welsh et al. (144 Michigan, 632.) 


This was a suit brought by the administrator of 
the estate of Stephen Bakker, deceased, against 
Drs. Welsh and Apted for the death of Bakker from 
the alleged causes of operation without consent and 
also for the alleged careless and negligent use of the 
anesthetic. The trial court directed a verdict for 
the defendants and the plaintiffs appealed. 

The evidence in the case, as disclosed by the 
record, is as follows: Stephen Bakker, a farmer’s 
son about seventeen years of age and apparently 
healthy, had a tumor on his left ear which had 
disappeared but reappeared and in February, 1904, 
he went to Grand Rapids, Mich., and in company 
with three adult relatives consulted Doctor Welsh, 
who after an examination told him that he deemed a 
microscopic examination necessary and sent the boy 
to a specialist who took a specimen of the tumor. 
The boy returned to the doctor less than a week 
later with an adult relative and was told by Doctor 
Welsh that the best thing to do was to have the 
tumor removed by a surgical operation at the hos- 
pital. There was some conversation at this time 
about the danger of taking an anesthetic and the 
boy and the adult relative were told that there was 
always some danger connected with any operation. 
The following Tuesday the boy went to the hospital, 
accompanied by an aunt and an adult sister, where 
Doctor Welsh had made arrangements with Doctor 
Apted, to administer the anesthetic. A careful 
examination of the patient’s heart and lungs was 
made at the time by Doctor Apted and they were 
found to be normal. The boy was then placed 
upon the operating table and Doctor Apted started 
the anesthetic, using the mask and drop method. 
He had used about one-third of an ounce and Doctor 
Welsh had just begun the operation when suddenly 
the patient’s heart stopped beating. Every means 
known to the profession was used in an effort to 
revive the boy, but he was already dead. 

Suit was brought on two charges: first, that the 
operation was performed without the consent of the 
boy’s father and, second, that the anesthetic was 
carelessly and negligently given. In regard to the 
first contention of the plaintiff the Court, after 
briefly reviewing the testimony on this phase, said, 
in substance, that there was nothing in the record 
to indicate to the attending surgeon, before entering 
upon the operation, that the father of the boy did not 
approve of his son’s going to the doctor with his 
aunt and two adult sisters and following his advice 
and stated that it would be too harsh a rule to say 
that the defendants should be held liable because 
they did not obtain the consent of the father before 
the administration of the anesthetic. The ques- 
tion of the alleged malpractice was disposed of by 
the Court, briefly, by the statement that the record 
instead of disclosing want of skill or care in the 
operation showed quite the contrary. ‘The directed 
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verdict of the trial court in favor of the defendants 
was affirmed. J. A. CASTAGNINO. 


Operation on a Wife Without Consent of Husband. 
Pratt vs. Davis. (224 IIlinois, 300.) 

This case like the one previously cited deals with 
the question of operation without consent, but the 
finding of the court in this case was against the 
doctor. 

In this case Mrs. Davis, the plaintiff, brought 
suit against Doctor Pratt for removal of her ovaries 
without consent. The facts, as shown by the 
record, are briefly as follows: The plantiff came 
to Doctor Pratt for treatment for epilepsy in May, 
1896. She had been subject to epileptic seizures 
for a period of about fifteen years, but had been 
able to perform her household work and had also 
borne four children. The seizures had gradually 
increased in frequency and following each one 
she would be weak in body and uncertain in mind 
for a number of hours. Doctor Pratt made an 
examination of her in May, 1896, and found her 
uterus contracted and lacerated and her rectum 
diseased. He operated for these difficulties May 
13, 1896. She remained at the hospital for several 
weeks without improvement and then returned 
home. On July 29, of the same year, her brother- 
in-law, at the request of her husband, took her to 
the hospital, and on the next day Doctor Pratt 
operated and removed her ovaries and uterus. 
She remained at the hospital until August 8 and 
was then taken home. Neither operation was 
successful so far as improving her health was con- 
cerned and August 25, she was taken to the insane 
asylum at Kankakee. She was not a witness. 

The suit was brought against Doctor Pratt 
based upon the second operation for the removal of 
the ovaries and uterus, alleging that it was per- 
formed without consent. There was no allegation 
that the operation was carelessly or negligently per- 
formed. 

The defendant relied on certain conversations 
which he testified had taken place between himself 
and the plaintiff’s husband just prior to the first 
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operation and also after the plaintiff had returned 
home after the first operation. The substance of 
these conversations, according to the testimony of 
Doctor Pratt, was that Mr. Davis said that he was 
willing that Doctor Pratt should do anything that 
he thought was necessary and that Doctor Pratt told 
Mr. Davis that two operations might be necessary. 
Doctor Pratt also testified that after the patient 
had gone home that “‘Mr. Davis told him that his 
wife was no better. Doctor Pratt told him to 
bring her back for the finishing work, but did not 
tell him what the finishing work would be. Doctor 
Pratt had but one comprehensive talk with the 
husband; that was the time he was at the doctor’s 
office with the plaintiff. These two conversations 
were relied upon by the defendant as authority for 
the performance of the operation in question. 

The Court held that the foregoing conversations 
were not sufficient authority for the performance 
of any operation of the character of the one per- 
formed. ‘The concluding paragraph of the opinion 
of the Court we believe to be of sufficient import to 
warrant its quotation. It follows: 

‘““Where the patient desires or consents that an 
operation be performed and unexpected conditions 
develop or are discovered in the course of the opera- 
tion, it is the duty of the surgeon, in dealing with 
these conditions, to act on his own discretion, 
making the highest use of his skill and ability to 
meet the exigencies which confront him, and in the 
nature of things he must frequently do this without 
consultation or conference with anyone, except, 
perhaps, other members of his profession who are 
assisting him. Emergencies arise, and when a 
surgeon is called it is sometimes found that some 
action must be taken immediately for the preserva- 
tion of the life or health of the patient, and it is 
impracticable to obtain the consent of the ailing or 
of anyone authorized to speak for him. In such 
an event the surgeon may lawfully, and it is his 
duty to, perform such operation as good surgery 
demands, without such consent. The case before 
us, however, does not fall within either of these 
two classes.” J. A. CASTAGNINO. 
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Baisch, K.: Results of Mesothorium Treatment 
in One Hundred Cases of Cancer of the Uterus 
(Erfolge der Mesothoriumbehandlung bei 100 
Uteruskarzinomen). Muenchen. med. Wehnschr., 
1915, Ixii, 1670. 

Since February, 1914, Baisch has treated all his 
cases of carcinoma of the uterus and vagina with 
mesothorium. He now has 100 cases to report, the 
time since the end of treatment varying from twenty- 
one weeks to six months. 

He divides the cases into the three following 
groups: (1) the completely inoperable cases with 
carcinomatous infiltration of the parametrium on 
both sides to the wall of the pelvix; (2) the boundary 
line cases, where operation is still possible but not 
very hopeful, in which the parametrium is involved 
on one or both sides, but not to the pelvic wall; (3) 
the favorable operable cases, in which the carcinoma 
is limited to the uterus. 

There were 43 patients in the first group, 20 of 
whom died, 22 were discharged uncured and one 
cured. In this latter case it is probable that the 
involvement of the parametrium was only inflam- 
matory. There was, however, very marked im- 
provement in some of the other cases; there was 
cessation of pain and discharge and some of them 
were able to work for several months and thought 
they were cured. 

In the second group there were 20 cases, with 4 
deaths, 6 uncured and to cured, or 50 per cent 
recoveries. In the third group there were 37 cases, 
with 5 deaths, 4 uncured and 28 cured, or 75 per cent 
recoveries. 

Baisch concludes that in completely inoperable 
cases mesothorium treatment generally fails also, 
but it is by far the best palliative treatment. In 
operable cases the percentage of cures is greater 
than that from operation after the lapse of the same 
length of time. In operable cases the results are 
better the earlier the treatment is begun. 

A. Goss. 


Steiger, M.: Treatment of Carcinoma of the Uterus 
with Roentgen Rays (Ein Beitrag zur Behandlung 
des Uteruskarzinom durch Roentgenstrahlen). 
Cor.-Bl. f. schweiz. Aerzte, 1915, xlv, 1633. 


Bumm and Warnekros reported the clinical cure 
of carcinomata of the uterus with very high doses of 
roentgen rays given within a very short period of 
time. Steiger tested the method on a case of very 
advanced carcinoma of the cervix. The result con- 
firmed Bumm’s statement that the carcinoma com- 
pletely disappears and that the skin burns are be- 
nign and readily cured. But a rectovaginal fistula 


was produced, which Steiger thinks was due to the 
rapid disintegration of the carcinoma tissue between 
the vagina and rectum. If the rays had been ap- 
plied at longer intervals there would have been time 
for the development of cicatricial tissue in place of 
the destroyed pathological tissue. The patient’s 
general condition also grew worse, the anaemia and 
emaciation increased rapidly, and she died. 

Steiger thinks the method of treatment was prob- 
ably responsible for the increasing cachexia in the 
above case; so he has since modified the technique 
somewhat, giving longer intervals between the treat- 
ments. He gives three treatments within a few 
days, then an interval of 8 to 14 days, then another 
series of three treatments, and so on. A series 
consists of the irradiation of 12 abdominal fields 
for eight minutes each with a surface dose of about 
300 X, tubes 12 to 13 Wehnelt hardness, and 4 to 5 
milliamperes current, a dorsal irradiation under the 
same conditions, and an irradiation through the 
vagina. 

The details are given of three cases treated by 
this modified method, all of them being inoperable 
carcinomata in women of 73, 70, and 53 years. The 
first case was given in all 2,550 X, the second about 
2,450 X,and thethird about 2,000 X. Inthe last case 
an excised piece still shows some suspicious cells, 
so it is probable that this dose was a little too low. 
In all the cases the hemorrhage and discharge 
stopped, as well as the pain. The general condition 
has improved very much. There was no skin burn 
except in the third case and this recovered within 
two weeks. In the first two cases excised pieces 
showed no signs of carcinoma cells. As it has only 
been a few months since the treatment, it is impos- 
sible to say whether the recovery will be per- 
manent, but the results are extremely encouraging. 

A. Goss. 


Warner, J. W.: Physiological and Pathological 
Changes in the Endometrium. Med. & Surg. 
Report Roosevelt Hosp., N. Y., 1915, p. 157- 


The author calls attention to the definite progres- 
sive and retrogressive changes that take place 
normally in the endometrium during menstrual 
activity. It is not infrequent that true physiological 
changes may simulate or approach those of a real 
inflammatory state. 

A moderate degree of glandular change or increase 
is not pathological nor are glands distorted by the 
pressure of surrounding congestion indicative of 
inflammation when appearing in the peculiar uterine 
mucosa. During the premenstrual stage, during 
actual menstruation, and for several days after its 
cessation, scattered round cells may be found in 
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the stroma of the endometrium; unassociated with 
other manifestation their presence is not a basis for 
diagnosis of inflammation. At about the same 
period leukocytes are found normally in the same 
situaiion. The period at which the uterine scrap- 
ings are taken must be considered by the path- 
ologist in making his diagnosis. In the Roosevelt 
Hospital it is a routine procedure to note in the his- 
tory the number of days pre- or post-menstrual, or 
as during the resting period. One hundred and 
twenty-seven cases were restudied, which had been 
reported upon without taking into consideration the 
time relative to menstruation, necessitating a revision 
of the diagnosis in 12 per cent of the cases that had 
been reported as inflammatory. D.L. Desparp. 


Clagett, A. N.: Retroversion of the Uterus. J. 
M.J., 1915, cii, 1239. 

The author gives a very detailed description of an 
operation which he contrived for the cure of retro- 
displacements of the uterus. He states, however, 
that the operation is not entirely original, but em- 
bodies ideas from the various operations that have 
been devised for the relief of these conditions. 

Essentially, the operation is a double suspension 
by the round ligaments. To accomplish this the 
author divides the round ligaments at certain defi- 
nite points equidistant from their uterine attach- 
ments, usually about one and a half inches. The 
distal portion of each severed round ligament is 
then threaded through the proximal portion of the 
broad ligament of the same side, and carried on 
beneath the peritoneum covering the uterus to a 
certain definite fixed point on the posterior surface 
of the uterus. At this point an incision one-half 
inch long is made through the peritoneum and 
the ligament emerges through this incision. The 
ligament of the opposite side is treated in like 
manner and is brought out through the same in- 
cision. The two ends of the ligaments are sutured 
together and then to the posterior uterine wall, after 
which the peritoneal incision is closed. ‘The proximal 
portions of the severed round ligaments that remain 
are dealt with after the fashion of a modified 
Gilliam-Ferguson suspension by the round liga- 
ments. 

The following conclusions are formulated: 

1. Occasionally this operation cannot be done 
because of the poor development of the round liga- 
ment muscle tissue. 

2. The uterus hangs in anteflexion and is freely 
movable. 

3. The author does not know how pregnancy 
may be affected by this operation. 

4. The uterus is held in such anteflexion by the 
portion of the round ligament carried behind the 
uterus that the tugging on that part sewed to the 
rectus sheath is almost entirely relieved. 

5. Incase infection should take place in the rectus 
sheath a support is still provided for the uterus. 

6. The uterus is protected by a double suspension. 

Harvey B. MattTHews. 
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Field, T. S.: The Surgical Treatment of Prolapse 
of the Uterus. J. Fla. M. Ass., 1915, ii, 166. 

Field describes an operation for prolapse which he 
states is not original further than as to its arrange- 
ment. He notes that there is no general agreement 
among surgeons as to the best relief for prolapse and 
that report of failures is common. 

The Watkins operation is criticised upon the 
ground that it is unanatomical and prone to pro- 
duce vesicle irritation. 

The Goffe operation is recommended in complete 
descent and uterine atrophy. 

Field accomplishes his end by employing the 
technique of various surgeons at different points in 
the procedure. The operation is well described and 
illustrated and the following conclusions are drawn: 

1. The operation seems to be as near perfect as 
to anatomical readjustment as it is possible to get 
and achieve the desired result. 

2. It is applicable to any case of uncomplicated 
prolapse, except where the structures are atrophied, 
and in this case the Goffe vaginal hysterectomy with 
suture of the bladder on the top of the plicated broad 
and round ligaments should be the procedure of 
choice. 

3. The necessity of a good perineorrhaphy with 
approximation of the levator ani should be em- 
phasized. 

4. The Watkins operation necessitates steriliza- 
tion, while this operation does not interfere with 
future pregnancies. 

5. Ventral suspension does not cure prolapse. 

D. L. BorpvENn. 


Zobel, A. J.: Feecal Abscess in Pouch of Douglas, 
Following Typhoid. Proctologist, 1915, ix, 230. 

The author states that for the past thirty years 
very few cases of fecal abscess have been reported 
in the literature. Only one of the more recently 
published textbooks of surgery gives even brief 
mention of the subject. 

A fecal abscess is distinctly different from an 
abscess in which the pus has been so tainted by a 
growth of colon bacillus that from the odor it may 
be mistaken for faecal matter. 

It may occur in connection with any portion of 
the intestine, and may originate either externally 
or from within. When it originates without it may 
subsequently burst into the gut, empty its purulent 
content, and have it replaced wholly or in part with 
fecal matter. 

A fecal abscess which originates from within the 
gut usually results from a slow, progressive ulcera- 
tion of the mucosa, due either to general conditions, 
such as typhoid fever, dysentery, tuberculosis, or 
cancer, or to local causes, such as chronic intestinal 
catarrh, stricture, a hard fecal accumulation, or a 
foreign body. 

A report is given of a case of faecal abscess which 
had not only filled the cul-de-sac of Douglas, but also 
had invaded the tissues between the rectum and 
the vagina. The patient, a woman of 42, had had a 
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miscarriage eight years previously, and was told 
at that time that some kind of a swelling could be 
felt in her rectum. However, this gave her no 
trouble then, nor subsequently, and it had been en- 
tirely forgotten. When her present trouble began, 
two and a half months after an attack of typhoid 
fever, the history of this former condition compli- 
cated the diagnosis. On digital examination a 
large, smooth, immovable, brawny mass, beginning 
about 2.5 cm. above the internal sphincter, and 
extending beyond reach of the finger, was felt bulg- 
ing from the right-lateral and anterior sides of the 
rectum. The mucosa was freely movable over it. 
No sign of fluctuation could be elicited, and no 
particular pain was caused by deep pressure. The 
temperature and pulse-rate were normal. It had 
been aspirated through the rectum by her physician, 
and a slightly turbid fluid had been withdrawn. 
The mass began to swell into the vagina, and in two 
days so occluded the passage that it almost pre- 
vented the entrance of the examining finger beyond 
the portal. Slight fluctuation was then felt. There 
was severe rectal pain. The temperature was still 
normal; the pulse 90. An exact diagnosis was not 
made before the operation. An incision was made 
through the posterolateral vaginal wall. Upon 
blunt dissection a tense sac presented. When this 
was punctured the contents gushed out in a thick 
sluggish stream which kept flowing for some little 
time. From its strong fecal odor and brownish- 
yellow, lumpy appearance it apparently consisted 
wholly of semiliquid, mushy feces, similar to that 
which is found in the lower end of the ileum and 
cecum. Nearly two pints of this foul material was 
evacuated. .Fecal drainage ceased entirely eight 
hours after the abscess was opened. The turbid 
discharge which remained rapidly decreased in 
quantity, and in less than four weeks after the 
fecal abscess was evacuated the wound was com- 
pletely healed. 

Although a fecal abscess is met with so rarely, the 
possibility of it being present should be taken into 
consideration in the differential diagnosis of obscure 
intra-abdominal tumors. The author concludes by 
quoting from Fenwick: ‘“ Where there is a localized 
abdominal swelling, immovable by the respiration 
or by a moderate amount of pressure of the fingers; 
whose size and shape alters when diarrhoea occurs; 
in which light percussion gives a tympanitic, and 
a more forcible stroke a dull sound; or in which an 
emphysematous sensation is communicated to the 
fingers, or a gurgling sound produced by percussion; 
it will probably be of fecal origin; and this more 
probably when there is a history of anything apt to 
produce ulceration.” 


Rossier, G.: Methods of Fixation of the Uterus 
and Their Consequences in Obstetrics (Les 
méthodes de fixation de |’utérus et leurs suites 
obstétricales). Rev. méd. de la Suisse Rom., 1915, 
xxxv, 686. 

There are many methods of fixation of the uterus; 

Van de Velde has counted 217. But they may all 
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really be divided into two classes, those in which the 
uterus is fixed directly and those in which fixation 
is accomplished by means of the round ligaments. 

In choosing the operation a distinction should be 
made between women capable of conception and 
those past the childbearing age. In the latter the 
firmest fixation is the best; that is, direct fixation 
of the uterus. But all of the methods of direct 
fixation are followed by interference with labor and 
should never be used in women who are apt to have 
children. When the retroflexion is mobile the 
Alexander-Adams method is the operation of choice. 
In the author’s experience it has never been followed 
by dystocia. When the retroflexion is fixed he 
believes that Pestalozza’s method of pelvic hyster- 
opexy is the operation of choice. There are over 
200 cases on record, and in the 21 followed by 
pregnancy the delivery was normal. This method 
consists in incising a fold at the upper edge of the 
lower segment of the uterus. The incision is trans- 
verse, is carried a little beyond the uterus on each 
side, and extends down through the serosa into the 
fibromuscular layer. It is very important that 
muscular tissue as well as serosa be included. The 
flap of tissue thus obtained is separated by the 
finger up to the bladder, and then sutured to the 
posterior surface of the uterus, so that a cap is 
formed over the uterus of serosa, muscle, and 
connective tissue, which holds it in anteflexion but 
does not interfere at all with its enlarging in preg- 
nancy. 

The multiplicity of operations shows that no 
operation is adapted to all cases, but that there must 
be individualization. If a direct fixation has been 
performed and pregnancy occurs abdominal cesar- 
ean section should be performed to avoid the risks of 
delivery. A. Goss. 


Payne, R. L.: Uterine Curettement. 
Semi-Month., 1915, XX, 449. 

Payne gives the following indications for curette- 
ment of the uterus: 

1. In hemorrhage from the uterus due to in- 
complete abortion if the organ be too small to per- 
mit the introduction of gloved fingers. 

2. Curettage is indicated in hamorrhage due to 
polypoid conditions of the endometrium and in the 
so-called hypertrophic condition of the uterine 
mucosa. 

3. Curettage is indicated in certain cases of 
fibromyoma of the uterus in an effort to arrest 
hemorrhage temporarily and to permit the patient 
to recover somewhat from the anemia before hys- 
terectomy is done. 

4. The curette may be used to remove pieces of 
tissue from the body of the uterus for purposes of 
diagnosis in cases of suspected cancer, but in such 
cases the microscopic examination of the tissue 
should be made at once, in frozen section, and if 
malignancy be found radical operation must be done 
immediately. 

5. Curettage is indicated to remove cancerous 


Virg. M. 
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tissue, preceding the use of the cautery, in carcino- 
matous uteri when the disease is too far advanced 
to admit of hysterectomy. 

The contra-indications to uterine curettement are 
as follows: 

1. Curettage is useless and therefore contra- 
indicated in uterine hemorrhage due to any of the 
numerous systemic causes. 

2. Curettement is dangerous and therefore con- 
tra-indicated in hamorrhage due to pelvic peri- 
tonitis, or inflammation of the adnexa; in pelvic 
abscess or ectopic pregnancy, unless it is to be fol- 
lowed at once by appropriate operation for the 
existing condition. 

3. Curettement can do no good and is contra- 
indicated in hamorrhage due to congestion from 
displacement of the uterus. 

4. Curettement is capable of doing little good 
and may do great harm in cases of submucous 
fibroid. 

5. Curettement is a highly dangerous operation in 
septic conditions of the uterus such as are due to 
the use of tents, to gonorrhoea, and to infections of 
the puerperium. 

6. Curettement is rarely of use in the more or 
less doubtful operation of dilatation of the cervix 
for dysmenorrhoea. A very large number of sur- 
geons seem to think it necessary to curette in all 
these operations, but it is usually unnecessary and 
frequently disastrous. 

It would seem that uterine curettement has a 
distinctly limited use. It is curative in only three 
conditions of uterine hemorrhage and is palliative 
in one other. D. L. BorpEn. 


Vineberg, H. N.: Vaginal Supravaginal Hysterec- 
tomy for Procidentia and Large Cystorectocele 
Associated with Chronic Fibrosis Uteri. Surg., 
Gynec. &F Obst., 1915, Xxi, 741. 


Vineberg advocates vaginal supravaginal hys- 
terectomy for cases of procidentia associated with 
fibrosis uteri, fibroid growths, and metropathia 
hamorrhagia, when the patient is approaching the 
menopause, or when future pregnancies are contra- 
indicated. He claims preference for this method 
over total hysterectomy, in that it leaves a good- 
sized cervical stump to act as a pelole to hold up 
the bladder and to prevent a recurrence of the 
cystocele. 

The technique of the operation in the first stages 
corresponds to that for interposition; next, the body 
of the uterus is amputated as high up as conditions 
warrant, leaving in young women the lower portion 
of the body with some endometrium, together with 
the adnexa, so that menstruation may continue. 
The first suture passes through the subpubic fascia 
and the top of the cervical stump and, when tied, 
serves to bring the latter well up against the pubic 
arch; the remainder of the sutures pass through the 
vaginal wall and the anterior surface of the cervix. 
When the vaginal portion is very much hypertro- 
phied or deeply lacerated, it is amputated, thus leav- 
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ing the portion of the cervix above the vaginal vault 
and the lower uterine segment to serve as the 
bladder pelote. 

The author has performed the operation in ten 
cases. In the first case operated on over three 
years ago the results have been very satisfactory. 
The value of the method was well illustrated in one 
case in which an abdominal supravaginal hysterec- 
tomy had been done previously and the cervical 
stump sutured to the abdominal wall, and a re- 
currence of the prolapse of the cervical stump and 
vaginal walls had taken place two months after the 
operation. 


Barbour, H. G., and Copenhaver, N. H.: The Re- 
sponse of the Surviving Uterus to Morphine 
and Scopolamine. J. Pharmacol. & Exp. Therap., 
1915, Vii, 529. 

In a series of experiments upon the uteri of 
freshly killed guinea pigs and cats, the author has 
arrived at the following conclusions regarding the 
effect of sulfat of morphine and hydrobromide of 
scopolamine (Merck). Both pregnant and non- 
pregnant uteri were used. 

1. Morphine in concentrations of from 0.05 per 
cent to 0.1 per cent, and sometimes as low as 0.002 
per cent, stimulates the isolated uterus to an in- 
crease in tone. ; 

2. Scopolamine, in concentrations of 0.005 per 
cent to 0.06 per cent, and sometimes as low as 0.001 
per cent, increases the tone of the isolated uterus. 
In this respect, therefore, it appears to be about ten 
times as powerful as morphine. 

3. The inhibitory action upon the tone of the 
uterus, described by Kehrer for larger doses could 
be obtained with neither of the above-mentioned 
substances. Very high concentrations of either 
tend to produce a tetanic condition of the organ. 

4. No synergism or antagonism could be dem- 
onstrated in the direct action of these drugs upon 
the uterus. W. D. PuIturps. 


Barbour, H. G.: Morphine and Scopolamine Ac- 
tion upon the Intact Uterus. J. Pharmacol. & 
Exp. Therap.. 1915, vii, 547. 

In a series of experiments on animals, the author 
has arrived at the following conclusions: 

1. It is possible to record conveniently the con- 
tractions of the uterus in living animals. 

2. Neither morphine nor scopolamine cause pro- 
found changes in the activity of the pregnant or 
non-pregnant uteri of decerebrate cats. A tem- 
porary increase in tone, such as described for the 
isolated organ, is often seen to result from the use of 
both drugs. Morphine in decerebrate cats may 
indirectly cause a relaxation of the uterus if a marked 
depression of the circulation be produced (0.02 gr.). 

3. Morphine increases the tone of the uterus of 
rabbits under paraldehyde. 

4. Doses up to 0.02 gr. each of morphine and 
scopolamine given together have little or no action 
upon the uterus. 














GYNECOLOGY 


5. The statement that large doses of these nar- 
cotics inhibit the activity of the uterus is not appli- 
cable to any direct action of morphine or scopolamine 
upon this organ. The delay in labor produced by 
either or both of these drugs is probably due entirely 
to their cerebral action. W. D. PHItiies. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Landau, T.: Prognosis of Tumors of the Ovary 
(Zur Prognose der Ovarialtumoren). Berl. klin. 
Wehnschr., 1915, lii, 1252. 

Landau discusses papillary cystadenomata of 
the ovary. They are generally bilateral and show a 
great tendency to the formation of concretions in 
the papillz, even in the early stages. They often 
develop between the ligaments and it is very difficult 
to remove them intact. Even early in the develop- 
ment of these tumors there is frequently a dissemi- 
nation of papillae on the peritoneum, and they are 
often accompanied by a considerable degree of 
ascites. The prognosis is uncertain. Formerly 
they were only punctured. After removal, which is 
now the method of treatment, there is permanent 
recovery in more than half the cases, even when 
there is already dissemination over the surface of 
the peritoneum. 

Many cases have been described in the literature 
in which these metastases underwent retrogression 
after the removal of the primary tumor. But it is 
quite possible for them to persist and give rise to 
ascites after many years of very-slow growth. For 
this reason it is not safe to count on permanent 
recovery, even after the lapse of the usual five years. 
Landau gives the details of two cases in which there 
was recurrence after eight and ten years respectively. 
In one of these cases the recurrence showed car- 
cinomatous degeneration; in the other it was the 
same kind of structure as the original tumor. He 
has had 57 cases thus far, and has had reports from 
23 of them some years after operation. Of the 
23, 10 have been well for more than nine years 
since the operation. A. Goss. 


Cole, H. P.: Local Anzsthetic Laparotomy for 
Forty-three Pound Multilocular Ovarian Cyst 
in a Patient Seventeen Years of Age. South. 
M. J., 1915, viii, 1063. 

Cole reports a very interesting case of a 17-year 
old girl from whom he removed a 43-pound multi- 
locular ovarian cyst. 

The patient gave a history of a gradual enlarge- 
ment of the abdominal tumor of two years’ duration. 
There were no uterine or vesical symptoms. A 
few months prior to the time of operation there was 
an increasing dyspnoea and lassitude and oedema 
of the ankles and eyelids. Otherwise, there were 
no symptoms of sufficient severity to warrant any 
complaint. 

Physical examination showed, besides this large 
ovarian cyst, a chronic parenchymatous nephritis 
and mitral insufficiency. Naturally, there was 
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upward displacement of the heart with subdia- 
phragmatic compression of the thorax. 

In view of such complications, local anesthesia 
was used throughout the operation. ‘There was 
almost total absence of shock and the patient made 
a very satisfactory recovery. 

In conclusion, the author believes there is a 
definite field for local anesthesia in the large, freely- 
movable abdominal tumors or fluid accumulations 
producing pulmonary, cardiac, and renal complica- 
tions by pressure. Harvey B. Matruews. 


EXTERNAL GENITALIA 


Franqué, von: Racemose Vaginal Sarcoma in 
Children (Traubiges Scheidensarkom der Kinder). 
Deutsche med. Wehnschr., 1915, xli, 1562. 

Von Franqué demonstrated an 18-month-old, 
apparently healthy child with an irregular protru- 
sion of the anterior wall of the vagina. This was 
the second recurrence. First there was a racemose 
proliferation of tissue resembling a cock’s comb 
projecting from the vagina, which was removed in 
August, r915. Six weeks before, the parents had 
noticed a red nodule projecting from the vagina, 
which the physician removed, but it soon recurred. 
This course is typical of these growths. About 50 
cases have been published, and only one has re- 
mained free from recurrence after operation. 

Generally these growths look like perfectly in- 
nocent polyps at first, but they recur soon after 
removal, and are followed by cystitis and pyelone- 
phritis, and finally general sepsis and death. Even 
abdominal extirpation of the whole genital tract 
has been performed in 6 cases without success. 
This is one reason why von Franqué did not per- 
form abdominal operation in this case as soon as 
the growth recurred. He also wished to examine it 
as to malignancy. After removing as much of the 
growth as possible he instituted radium treatment, 
believing that it should be particularly effective 
in a case of this kind, as embryonic tumors are very 
sensitive to the rays, and this one was readily ac 
cessible. He gave five treatments of one to three 
hours, with intervals of one to three days, using 60 
or 80 mg. radium bromide in a 1.5-mm. brass filter. 
The child’s general condition improved and she in- 
creased in weight 7 pounds. ‘Then incontinence of 
urine developed and as it was uncertain whether it 
was due to temporary irritation of the bladder from 
the radium or to a recurrence of the tumor involving 
the bladder, treatment was suspended for two weeks, 
as it was desirable anyway to see what effect the 
radium was having on the tissues. 

Ribbert assumes that these tumors develop from 
precursors of the sexual cells, which in the course of 
their migration to form the ova of the new individual 
become displaced and give rise to later abnormal 
proliferation. This displacement takes place while 
the germinal tissue is still undifferentiated. Any 
polypous growth in the vagina of a child should be 
regarded as suspicious, and even if the histological 
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picture is doubtful, if it recurs once it should be sub- 
jected either to radical operation or to very vigorous 
radium or mesothorium treatment. A. Goss. 


MISCELLANEOUS 


Olivier: Pulmonary Tuberculosis and Sterilization 
(Tuberculose pulmonaire et stérilisation). Rev. méd. 
de la Suisse Rom., 1915, Xxxv, 780. 

Olivier gives the histories of nine cases in which 
women with progressive tuberculosis were sterilized 
by salpingectomy for the purpose of preventing 
further conceptions. ‘There was improvement in 
the general health of all the women and apparently 
retrogression of the tubercular process. She recom- 
mends this operation for multiparwe of the working 
class who have active tuberculosis, because of the 
high mortality of pulmonary tuberculosis as a 
result of repeated pregnancies, because these people 
will not take advice or remedies directed toward 
the prevention of conception, because of the im- 
possibility of giving them adequate sanitarium treat- 
ment, and because of the harmlessness and good 
results of tubal sterilization performed at the same 
time that abortion is done. If abortion alone is 
performed and the woman not sterilized she is 
subjected to all the dangers of future pregnancies 
and abortions. 

Sterilization is not indicated for tuberculosis in 
well-to-do patients, because with proper care and 
precautions they may either prevent conception or 
by proper rest and treatment they may even under- 
go pregnancy and delivery without seriously impair- 
ing their chances for recovery. A. Goss. 


QOuterbridge, G. W.: The Occurrence of Chorio- 
Epithelioma Following a Long Period of La- 
tency After the Last Preceding Pregnancy. 
Am. J. Obst., N. Y., 1915. xxii, 952. 

The author reports a case in a woman, aged 43 
years, of a vaginal tumor presenting the histologic 
structure of a malignant chorio-epithelioma eight 
and a half years after the last demonstrable preg- 
nancy. It seems probable, he thinks, that we may 
account for such a condition on the theory that, 
whereas in the vast majority of cases all foetal ele- 
ments are destroyed by the maternal tissues within 
a comparatively short time after the termination of 
pregnancy, in exceptional cases foetal epithelia may 
remain dormant in the maternal organism, either in 
the placental site or elsewhere, for months and 
years, and then be by some unknown agency 
stimulated to malignant proliferation. Several 
apparently well-authenticated cases have been 
collected from the literature in which the period in- 
tervening between the last period and the develop- 
ment of the chorio-epithelioma amounted to more 
than five years, and one in which intact villi were 
found in a uterus eighteen years after the last preg- 
nancy, without any malignant development. He 
thinks it of considerable interest to note that in 
some of these cases of long latency the chorio- 
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epithelioma developed after the menopause, a cir- 
cumstance that would seem sufficient to disprove the 
theory that in all such cases an undetected preg- 
nancy has in reality intervened shortly before the 
development of the tumor. The fact that in six of 
nine cases of long latency the age of the patient was 
fifty years or more is also of significance in this 
respect. He says that we must bear in mind, there- 
fore, that apparently malignant chorio-epithelioma 
may develop after the lapse of much longer intervals 
in which no pregnancy has occurred than is com- 
monly thought possible, so that in the presence of 
suggestive symptoms this condition should be 
thought of in considering the diagnosis, even in the 
case of elderly patients near or beyond the meno- 
pause. C. H. Davis. 


Frank, R. 'T., and Rosenbloom, J.: Physiologically 
Active Substances Contained in the Placenta 
and in the Corpus Luteum. Surg., Gynec. & 
Obst., 1915, Xxi, 646. 

This preliminary report shows that by concen- 
tration physiologically active substances can be 
obtained from both the placenta and the corpus 
luteum. ‘These substances may be lipoid in nature 
or may be carried along by the lipoids. The effect 
produced is marked hypertrophy of the uterus, 
independent of ovarian action (castrates). ‘The 
breasts also hypertrophy to a minor degree. 


Schmitt, A. H.: The Anatomical and Physiological 
Basis of an Abdominal Support or Corset for 
Women. Am. Med., 1915, x, 908. 

The author discusses the anatomy and physiology 
of the abdominal muscles and gives the various 
functions of the same, and then gives his ideas as 
to the correct construction of a corset based on 
the above principles. 

The principal feature of a scientific corset is 
what may be termed a cast of the recti and oblique 
abdominal muscles. The imitation should be so 
perfect that even Poupart’s ligament is included. 
Just as the oblique muscles interdigitate with the 
important muscles of the back, so in like manner 
should the rear of the corset anchor or fix the front 
portion when properly adjusted. The lower border 
should attach itself to the crest of the pubis and 
then run obliquely upward and outward, following 
the course of Poupart’s ligament. In the scientific 
corset, that part of the corset corresponding to the 
recti muscles should relax or bend outward when 
sitting, imitating exactly the normal function. 

R. H. Kuagns. 


Review of Modern Gynecological 
Lancet, Lond., 1915, clxxxix, 1283. 


Bonney, V.: 
Practice. 


The author discusses the more common pelvic 
conditions and their treatment. He believes that 
in spite of favorable reports of the treatment of 
fibroids of the uterus by radium and X-ray ex- 
posures, surgical treatment is by far the safest and 
most satisfactory, and reports several cases in which 
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delay in operation has been followed by development 
of malignancy and other serious complications. 

He takes up the question of myomectomy, par- 
ticularly its relation to pregnancy, citing an interest- 
ing case of his own which had been referred to him 
with a diagnosis of fibroids and pregnancy. With 
the patient at full term he did a cesarean section 
and removed the tumors satisfactorily. A year 
later the patient again became pregnant. A second 
cesarean section was performed and the uterus was 
found in an apparently perfect normal condition. 

Regarding the conservation of ovaries in subtotal 
hysterectomy for fibroids, he believes that both 
should always be left, if healthy. 

He says that until irradiation treatment is shown 
to produce a specific effect on the tumor, leading 
to its complete disappearance, the treatment is to 
be regarded as equivalent to double oophorectomy. 

In cancer of the uterus he speaks of the great ad- 
vancement in operative results since the introduc- 
tion of abdominal hysterectomy. He is very 
pessimistic in regard to vaginal hysterectomy. From 
his own experience he claims that the ultimate re- 
sults, even with careful secretion, were very poor 
following vaginal hysterectomy and that 9 out of 
every 10 cases which recovered from operation died 
from recurrence. He quotes Wertheim, who has an 
operability rate of 50 per cent, and a cure rate, 
estimated on the number of patients recovering 
from the total abdominal operation and remaining 
free from recurrence for five years, of about 53 per 
cent, which gives an achievement rate of 18 per 
cent. In his own results he bases his figures on a 
three-year period, from 1907 to 1910. During 
that time 112 cases were observed, of which 71 were 
operated upon, an operability rate of 66 per cent. 
The primary mortality in these 71 cases was 22 per 
cent. Of the 55 patients who survived, 20 died from 
recurrence, 2 from intercurrent disease, 3 were still 
alive, but had recurrent growth, 2 had been lost 
sight of (both were alive three years after the opera- 
tion), and 28 remained alive and free from recurrence, 
at periods varying from three to nearly six years 
since the date of their operation. Their actual 
achievement, therefore, based on the number 
of cases seen and on three years’ freedom from re- 
currence, was 25 per cent. He makes note of the 
fact that 9 per cent of recurrences take place during 
the fourth and fifth years. 

He discusses the limitations of the operation and 
refers to the fact that a thickened condition at the 
base of the broad ligaments is often inflammatory. 
He says in 5 of 28 cases free from recurrence, after 
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periods varying from three to six years, the removed 
glands were carcinomatous on microscopical exami- 
nation. 

For cancer of the body of the uterus he advocates 
a simple total hysterectomy. 

He has apparently had considerable personal ex- 
perience with the use of radium and states that 
although it produces a remarkable improvement, or 
even apparent disappearance of the growth, this 
improvement or disappearance is very rarely of 
long duration. He has seen no case in which a 
cure could be claimed, on a three years’ freedom 
from recurrence basis. He says that in a certain 
proportion of the cases the growth appears to show 
no improvement after treatment and that there is 
a third group in which the patient is often worse 
following treatment; also that treatment by radium 
is apt to be followed by fistulae in the bladder or 
rectum. 

In the treatment of salpingitis he urges conserva- 
tive measures with conservation of the whole or a 
part of the ovary, and in a certain proportion of 
tubes sealed up by chronic inflammation he sug- 
gests salpingostomy. 

As regards displacements, he favors as a prolapse 
operation a plastic procedure consisting of a peri- 
neorrhaphy, anterior colporrhaphy, shortening of 
the lateral cervicopelvic ligaments, amputation of 
the vaginal cervix, and ventrofixation. He does 
not discuss the selection of operation according to 
the patient’s age, but apparently uses this method 
in all cases. 

He claims that hysterectomy is absolutely con- 
tra-indicated for prolapse, which is contrary to the 
opinion of the majority of surgeons in this country, 
and believes the interposition operation of Watkins 
is inferior to his method. 

Other conditions, such as uterine fibroids, endo- 
metritis and cervical erosion, dysmenorrhoea and 
carcinoma of the vagina and vulva, are discussed, 
but there is nothing new suggested. 

As to the treatment of carcinoma of the vulva, he 
speaks encouragingly of irradiation following re- 
moval of the growth, together with the inguinal 
and saphenous glands. 

In closing he mentions the changing status of 
gynecology in Great Britain, stating that specialists 
are a necessity for the advancement of any science 
or art, but in gynecology at all events, pure special- 
ism is a danger, and he believes that a gynecologist 
of to-day should be an expert abdominal surgeon, 
especially expert in pelvic operations. 

. D. C. BALFour. 
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PREGNANCY AND ITS COMPLICATIONS 


Pierce, F. A.: Cystoscopic Examinations During 
Pregnancy. Texas M. News, 1915, xxv, 256. 


The author urges cystoscopic examinations for 
the diagnosis of bladder symptoms during preg- 
nancy. 

Of the three abnormal kidney conditions to be 
most looked for in pregnancy, pyelitis occurs most 
frequently and may be acute or subacute. It 
usually occurs during the last three months of 
pregnancy. The bladder and ureters should be 
investigated, and if a growth is obtained from 
culture of the urine, an autogenous vaccine may 
be made and given the patient. 

Hydronephrosis and renal or ureteral calculus 
are the other abnormal kidney conditions. 

The ideal solution for use in pyelography, accord- 
ing to the author, should be non-toxic, non-irritat- 
ing, and quite fluid, so as to escape readily from the 
ureters and bladder, and it should cast a good 
shadow. 

In the author’s opinion Burn’s solution of thorium 
nitrate more readily meets the above requirements 
than any solution yet discovered. 

For determination of the presence of a stone, the 
X-ray is of the utmost value. In ureteral calculus 
filling the ureter and kidney with the thorium solu- 
tion will aid in a differential diagnosis of phlebolith. 

The author reports the case of a woman, 22 years 
old, a primipara, who had a characteristic attack of 
pain, chill, and fever, and a diagnosis of pyelitis 
was made. Cystoscopy and ureteral catheteriza- 
tion were done, and just as soon as pressure was 
relieved from the kidney the patient was perfectly 
comfortable. Further catheterization and _ irriga- 
tion of the kidney continued to give the patient 
relief and she went to term and had a normal 
delivery. R. H. Kuuns. 


Taylor, H.: Cases of Ectopic Pregnancy at the 
Roosevelt Hospital from June 1, 1909, to 
December 31, 1914. Med. & Surg. Report Roose- 
velt Hosp., N. Y., 1915, p. 147. 


There were 46 cases diagnosed as ectopic preg- 
nancy, 33 of which were ruptured and 13 unrup- 
tured. Where active bleeding was believed to be 
taking place, operation was done at once if the pa- 
tient’s condition permitted. If the case was un- 
ruptured or was a pelvic hematocele, operation was 
delayed until the general and local condition seemed 
to be favorable for the operation. 

In cases where doubt existed as to whether there 
was a pelvic hematocele and inflammatory disease 
of the appendages, it was thought best to delay 


operation. The average delay for observation was 
about four days. The longest delay for the rup- 
ture case was nineteen days and sixteen days for 
the unruptured. 

In 25 per cent there had been a period of sterility 
of at least five years just previous to the ectopic 
pregnancy; 76 per cent gave a history of inflam- 
mation of the appendages; 81 per cent gave a history 
of menstrual irregularity. In 69.6 per cent of 
ruptured cases there was acute localized sharp pain, 
nausea, vomiting, and fainting. Of the unruptured 
cases 92.3 per cent complained of pain on the side 
of the diseased tube. The breasts were enlarged 
and tender in 44 per cent of the cases; in 55 per 
cent they showed no change. Blood examination 
in the unruptured cases showed little or no change. 
In the ruptured cases the average white count was 
14,430 with 83.7 per cent polynuclear cells. The 
highest count was 24,000 white cells. 

Operation. In cases of doubt the vaginal route 
was used for diagnosis for small hamatoceles and 
for septic infection of the pelvic hamatocele. The 
abdominal route was used for all unruptured tubal 
pregnancies and all ruptured cases that were not in- 
cluded under the indication for the vaginal route. 

Posterior colpotomy was used twice in ruptured 
cases alone, and twelve times combined with the 
abdominal route, of which 11 were ruptured and one 
unruptured. The abdominal route alone was used 
in 20 cases of ruptured ectopic pregnancy and 12 
times in unruptured cases. 

There were 4 deaths, 2 of which had gone beyond 
the fifth month, 1 died of shock and hemorrhage, 
and one from septicemia. Of 14 cases of the series 
followed as to subsequent pregnancies, 3 had intra- 
uterine pregnancies, and 4 had subsequent extra- 
uterine pregnancies. D. L. DEspArD. 


Lichtenstein: Autotransfusion of Blood in Ex- 
tra-uterine Pregnancy and Rupture of the 
Uterus (Eigenbluttransfusion bei Extrauterin- 
graviditaet und Uterusruptur). Muenchen. med. 
Wchnschr., 1915, \xii, 1597. 


Severe anemias were formerly treated by trans- 
fusion of blood, but it was found that the blood of 
animals had a hemolytic action on human blood 
and was dangerous, and when human blood was 
transfused generally not more than 100 to 200 ccm. 
was used. ‘This was not enough to compensate for 
a loss of 1,000 to 1,500 ccm., for a certain volume of 
fluid is necessary to enable the heart to function 
properly. In order to supply the volume salt solu- 
tion was injected, and in some cases has proved very 
useful; nevertheless many cases were lost, and some 
authorities even think that the transfusion of salt 
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solution was responsibie for the death in some cases 
on account of its extreme dilution of the blood. 

Lichtenstein describes two cases of severe hemor- 
rhage from extra-uterine pregnancy which he 
treated in 1913 and-1914 by transfusion of salt 
solution, with the death of both patients, Thies 
first suggested the reinjection of the blood that 
collected in the abdominal cavity in such cases, 
after diluting it with salt solution 3:2. He treated 
three pulseless women in this way and they re- 
covered very rapidly without having any fever. 
The objection has been urged that the blood might 
clot and cause fatal embolism, but this may be 
obviated by beating it to defibrinate it. Lichten- 
stein has since treated 8 cases in this way: 7 
of extra-uterine pregnancy and one of rupture of 
the uterus. The patients recovered rapidly, the 
pulse particularly showing the most remarkable and 
rapid recovery. There was only slight fever in 
one or two cases, and the patients showed no 
anemia afterward. At least four of the cases were 
as severe as the two that he lost after transfusion of 
salt solution. In fresh hemorrhage from a rup- 
tured tubal pregnancy the abdominal cavity and 
the blood are sterile, so there is no danger of in- 
fection from transfusion. This is not always true in 
rupture of the uterus. The author’s case was 
particularly favorable, as it was a rupture of an old 
cesarean scar, and the membranes were still intact. 
The placenta had been torn in the rupture and the 
bleeding was from this. It remains to be seen from 
experience just what cases of rupture of the uterus 
are adapted to the method, though in cases that 
seem hopeless from loss of blood it may be justifiable 
to incur some danger of infection for the chance of 
saving them. 

The blood is dipped out of the abdominal cavity 
into a vessel containing a little Ringer’s solution. 
It is then beaten and strained into another vessel 
containing enough Ringer’s solution to dilute it 
properly. To keep the blood at body temperature 
it is placed in a water bath till the abdominal op- 
eration is finished. The vein in the arm is located 
and the blood run into it from a glass funnel and 
tube. The author has recently devised an apparatus 
similar to that used for the injection of salvarsan 
and finds it better than his old technique. 

A. Goss. 


Nash, C. C.: Tubal Pregnancy. J exas ‘M. News, 
{Q15, XXV, 242. 


Nash points out the following essential points in 
the diagnosis of tubal pregnancy: the missing of one 
or more periods, with irregular flowing and a feeling 
of discomfort in the side of the pelvis involved; the 
occasional passing of shreds of decidua; the revealing 
by bimanual examination of a tender mass in the 
pelvis. Any increase in symptoms or in the size 
of the tumor should point to immediate laparotomy. 

After rupture, the diagnosis of which is unmistak- 
able, the abdomen should be opened forthwith. 
Speed is essential, and hemorrhage should be con- 
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trolled first. ‘The evacuation of free blood and clots 
is best postponed until after the diseased tube is 
found and removed. This is best accomplished by 
locating the fundus uteri, drawing it up into the 
wound, and clamping off the ruptured tube. 

F. C. Irvine. 


Galloway, D. H.: Double Tubal Pregnancy, Both 
Ruptured. Am. Med., 1915, x, 917. 


The patient, after missing a period, had a slight 
uterine hemorrhage for two weeks. Her tempera- 
ture varied from 99 to 102°. A curettage and ex- 
amination under anesthesia showed a slightly en- 
larged uterus and an indefinite fullness in the right 
vault. 

Five days later, the mass increasing, a laparotomy 
was done. On opening the abdomen an intraliga- 
mentous rupture of a right ectopic pregnancy and a 
post-uterine mass, involving the left tube and ovary, 
were found. No embryos were discovered. Both 
adnexe were removed and the patient made a good 
recovery. F. C, Irvine. 


Winter, G.: Treatment of Eclampsia by the 
Practicing Physician (Die Behandlung der 
Eklampsie durch den praktischen Arzt). Med. 
Klin., Berl., 1915, xi, 1337. 

For a number of years up to the introduction of 
Stroganofi’s treatment, eclampsia had been more 
and more referred to the specialist for treatment, for 
the removal of the source of intoxication by im- 
mediate delivery, generally by cwsarean section or by 
difficult methods of dilatation, was regarded as the 
only logical treatment. But Stroganoff emphasized 
the importance of the measures which had hereto- 
fore been regarded as of secondary importance. 
His treatment consists in placing the patient at 
once in a darkened room, removing all sources of 
irritation, administering chloral and morphine 
systematically, giving the necessary attention to 
heart and kidneys, and delivering when the os is 
fully dilated. A further valuable addition to the 
treatment is the removal of about 600 gm. blood. 

The treatment requires close care and attention 
on the part of physician and nurse, but excellent 
results have been obtained. Stroganoff himself 
reports 7 per cent maternal mortality in 1,085 cases; 
Lichtenstein reports 6.2 per cent from the Zweifel 
clinic, and 13.5 per cent in a series of cases collected 
from the literature. 

Winter discusses the comparative value of the 
operative and Stroganoff methods, and concludes 
that the results of the former are probably better 
if the case is seen very early. The infantile mor- 
tality is less with operative delivery. But if the 
case is not seen early, or if it would require a con- 
siderable time to reach the hospital, it is better to 
give the Stroganoff treatment at home. If women 
at term show decided albuminuria, headache, and 
vomiting, disturbances in vision, motor restlessness, 
and slight psychic disorders it is advisable to in- 
duce delivery as a prophylactic measure, though of 
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course it is impossible to say definitely that such 
cases would develop eclampsia if not so treated. 

A. Goss. 


Huessy, P.: Symphysiotomy or Czesarean Section 
(Symphysiotomie oder Kaiserschnitt). Arch. f. 
Gynaek., 1915, civ, 548. 

Huessy gives the histories of 8 cases which he has 
delivered by Frank’s method of subcutaneous 
symphysiotomy. He concludes that it is a decided 
advance in operative obstetrics. Both the maternal 
and foetal mortality is very slight, even when the 
severest cases are counted, and especially when 
it is considered that it is an operation that has to 
be performed to save the child. 

The technique is relatively simple and without 
danger, though not so easy as might be supposed 
at first thought. Injuries of the bladder can gen- 
erally be avoided by careful technique. In one of 
the author’s cases there was a bladder injury on 
account of an anomalous position of the bladder, 
but it had no serious results. He has never had 
hematoma, but in one case a severe thrombo- 
phlebitis followed the operation; it did not lead to 
embolism, however, and the patient recovered. 

Fever during delivery is not a contra-indication 
to subcutaneous symphysiotomy. It is indicated 
in case of contracted pelvis with a true conjugate 
down to 7 cm., which does not absolutely prevent 
spontaneous delivery. Operation should be per- 
formed only after Walcher’s position and the ad- 
ministration of oxytocics have failed. It need not 
be performed so long as the foctal heart sounds 
are normal. It takes the place of perforation of the 
living child. It would be an excellent operation for 
general practice if the technique were not some- 
what difficult. However, the practicing physician 
may perform it when a living child is very much 
desired, if he points out the injuries to the soft 
parts that may take place in the hands of one not 
specially skilled. Hebosteotomy and other methods 
of operation on the pelvis should be abandoned in 
favor of Frank’s subcutaneous symphysiotomy, but 
it will not replace casarean section, for which the 
indications are somewhat different. Its disad- 
vantage in comparison with cawsarean section lies 
in the higher infantile mortality; its advantages 
in the easier technique and the low maternal 
mortality. A. Goss. 


LABOR AND ITS COMPLICATIONS 


Phillips, J.: Double Episiotomy During Labor. 
Lancet, Lond., 1915, clxxxix, 1186. 

The value of this operation as a means of pre- 
venting perineal lacerations the author thinks is 
not sufficiently recognized. As the occiput begins 
to protrude through the vulva, a finger is introduced 
into the vagina. When the proper moment arrives 
an incision one to one and a half inches long and a 
quarter of an inch deep horizontal to the long axis 
of the body is made with a blunt pair of strong scis- 


ABSTRACT OF 





SURGERY 


sors. ‘This incision at right angles to the vulva 
affords more expansion and no danger and is 
situated where the anterior and posterior vaginal 
walls fall together. Two theoretical objections 
have been offered to this procedure: that the vulvo- 
vaginal gland may be severed, and that the bulbous 
vestibule may be wounded. The cut should be 
anterior to the duct of the gland and should never 
be deep enough to injure the vessels. 

Indications for the operation are: (1) an excep- 
tionally large head; (2) a long and rigid perineum; 
(3) atresia, congenital or acquired, of the vagina; 
(4) a threatened central rupture of the perineum; 
(5) an unreduced occipitoposterior presentation, 
where restitution is impossible; (6) in breech cases 
in which the after-coming head has to be rapidly 
delivered, owing to threatened stillbirth of the 
child; and (7) a narrow pelvic arch, as is present in 
the ‘‘male”’ type of pelvis. C. D. Hoimes. 


Williams, J. T.: Episiotomy. PY Bs: Dias 


1915, clxxiii, 946. 

Episiotomy today has one indication; namely, the 
prevention of complete tears in the perineum. 
Wine gn used it should practically eliminate com- 
plete lacerations of the perineum from gynecology. 
It should not be performed except to prevent a 
complete tear, because incomplete tears heal as 
well as episiotomy wounds and are less difficult to 
suture. 

Complete lacerations of the perineum are especial- 
ly to be feared in: 

1. Contractions of the inferior straight. 

Rigid perineum, as in late primigravida. 

3. Short perineum. 

4. Unusual size of foctal head. 

-5. Aftercoming head in breech presentation. 

6. Face presentations. D. L. Boren. 


Boston M. 


Bubis, J. L.: Small Doses of Pituitrin in Obstetrics. 
Surg., Gynec. & Obst., 1915, xxi, 659. 

Pituitrin, when used in small doses, i.e., two or 
three minims, may be safely administered during 
any stage of normal labor. In the author’s expe- 
rience with 150 cases, the best, promptest, and 
most uniform results were obtained when the drug 
was given undiluted into the biceps muscle. No 
infection of the arm followed, although some pa- 
tients complained of pain immediately afterward 
which disappeared within one or two days. 

The labor pains generally began promptly. ‘The 
longest time before a definite action occurred was 
twelve minutes. A 1-ccm. ampule may be used for 
several cases. 

Prior to January, 1912, 1-ccm. doses were used. 
These, however, often caused severe reactions 
characterized by excessive, continuous, almost 
tetanic-like bearing-down labor-pains. The suffer- 
ing and danger to the mother and child prompted 
the use of smaller doses. 

In 29 primipare and 67 multipara only one injec- 
tion was required. Two to four injections were given 
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in 13 cases, 5 of which were primipare. Forceps 
were used to assist in the termination of labor in 
26 cases, 16 of which were primipare. 

Good results were also obtained in breech and 
twin cases, in premature and induced labor, and 
in dry birth. Bronchitis and asthma complicating 
labor were favorably influenced. 

Malposition of the foetus is an absolute contra- 
indication to the use of the drug. 

After an injection of pituitrin the patient should 
not be left alone. Strong after-pains generally occur, 
and relaxation of the uterus followed by severe 
post-partum hamorrhage may occur. 


PUERPERIUM AND ITS COMPLICATIONS 


Morse, A.: Creatin and Creatinin Excretion During 
the Puerperium and Their Relation to the 
Involution of the Uterus. J. Am. M. Ass., 
1915, lxv, 1613. 

The author’s conclusions are based on the ob- 
servations of four types of cases: (1) a normal 
labor; (2) a conservative cwsarean section at the 
end of anormal pregnancy; (3) a conservative cwsa- 
rean section in a case of pre-eclamptic toxemia; 
and (4) two cases of cesarean section with removal 
of the uterus. A material so varied has enabled 
him to learn in the first place that the creatin and 
creatinin metabolism is practically identical after 
normal labor and after casarean section, provided 
the uterus is not removed and the pregnancy has 
not been complicated by a toxemia. And, in the 
second place, he has been able to compare the 
excretion of these substances in cases in which the 
uterus was undergoing involution with others where 
the uterus had been extirpated. 

The results of the Kjeldahl determinations in- 
dicate a notably smaller output of nitrogen in case 
hysterectomy was performed. 

In its behavior the creatinin elimination resembles 
that of total nitrogen; larger amounts are excreted 
in case the uterus is undergoing involution. During 
the first thirteen days of the puerperium, the mean 
average daily output of creatinin was found to 
be 1.09 gm. in two cases in which the uterus was 
undergoing involution, and 0.897 in two cases in 
which the uterus had been removed. Later in the 
puerperium the excretion of creatinin has always 
been lower than during the first two weeks. 

The explanation for the creatinuria of the puerpe- 
rium is doubtful. Observations not only make 
untenable the involution hypotheses of Schaffer 
and Murlin, but they also fail to support Mellan- 
by’s hypothesis attributing the phenomenon to a 
failure of excretion of the creatin through the milk. 
The author’s cases showed marked creatinuria 
even though the breasts were functioning normally. 

From observations made on four cases in which 
cesarean section was performed, in two instances 
without removal of the uterus, and in two instances 
with hysterectomy, the following conclusions may 
be drawn: 
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1. A lower total nitrogen output is observed in 
case hysterectomy is performed, and the higher out- 
put of nitrogen observed when the uterus is left in 
situ is explained by the involution process. 

2. A lower creatinin output occurs in case of 
hysterectomy and at least 2 grams of this substance 
excreted during the puerperium arise from the in- 
volution of the uterus. 

3. Creatin in large amounts regularly appears in 
the urine following childbirth. The creatinuria is 
independent of the involution of the uterus, and it 
is also independent of the creatinin metabolism. 

Epwarp L. CorNeELL. 


Browning, A. W.: Puerperal Septiceemia. J. So. 
Car. M. Ass., 1915, Xi, 392. 

The author briefly reviews the history of puerperal 
sepsis and gives the most frequent symptoms of the 
disease. In regard to prophylaxis, he earnestly 
recommends the thorough application of the nail- 
brush to the physician’s hands, careful cleansing of 
the patient, and adequate sterilization of the gloves 
and instruments. 

The treatment includes the use of various sup- 
portive measures, such as whisky, strychnine, 
camphorated oil, and free nourishment. An ice- 
cap is placed over the fundus, ergot administered, 
and three grains of quinine and urea given subcuta- 
neously every four to six hours for a few days. In 
the event of severe infection digital exploration and 
the removal of any uterine débris is advised, as well 
as the use of an intra-uterine douche of 50 per cent 
alcohol. The curette is always contra-indicated. 

F. C. Irvine. 


Betts, N. S.: 


The Treatment of Puerperal In- 
fection. 


Hahneman. Month., 1915, |, 853. 


For the purpose of discussion the therapy of in- 
fections originating in the puerperal uterus or birth 
canal may be classified as follows: 

1. To the uterus direct — with the object of 
destroying bacteria or lessening their infectivity. 

2. General supportive measures tending to in- 
crease the vital resistance of the patient. 

3. The destruction of septic organisms circulat- 
ing in the blood. 

In the field of local treatment of the uterus the 
widest difference of opinion exists among author- 
ities both in this country and abroad. Today the 
pendulum seems to be swinging well over toward 
conservatism in the management of this condition. 
If it becomes necessary to explore the uterine cavity 
for the presence of placental fragments it is done 
very gently with a finger of the gloved hand. Free 
drainage must be maintained, good elimination 
secured, and a nourishing liquid diet crowded to the 
limit of digestive tolerance. Hot douches — 115° 
to 120° — of a gallon each, given slowly, seem to 
stimulate pelvic contraction and hasten involution. 

Absolute contra-indications to intra-uterine ma- 
nipulations, in the author’s opinion, are the presence 
of phlebitis, pelvic abscess, peritonitis, gonorrhceal 
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and pure streptococcic infections, lymphatic septi- 
cemia, and where it is positively known that the 
uterus contains no foreign fragments. Additional 
supportive measures, as absolute mental and 
physical rest, fresh air, sunlight, etc., are helpful. 

The use of systemic antiseptics, serums, vaccines, 
etc., has not met with the most flattering success. 

Surgically the two procedures most often advocat- 
ed are extirpation of the uterus and ligation of the 
pelvic veins to prevent the extension of a thrombo- 
phlebitis. In this country neither of these measures 
has been found of established value in such cases. 

In conclusion the author emphasizes the following 
points: 

It is safer and wiser to err on the side of conser- 
vatism and non-interference in the pelvis than of a 
too radical treatment of puerperal infections. 

Specific vaccines and serums, to be of value, must 
be given early in the disease. 
lw The greatest gentleness must be exercised in all 
intra-uterine manipulations. Only gross masses of 
foreign tissue are to be removed and the uterine 
wall should never be scraped or unduly injured. It 
is as logical to curette an acute abscess elsewhere, 
or to scrape out the lining of a diphtheretic throat, 
as to curette a uterus under such circumstances. 

C. D. Homes. 


Manning, L.: Treatment of Puerperal Infection. 
Clinique, Chicago, 1915, Xxxvi, 500. 

In discussing the prophylaxis of puerperal infec- 
tion Manning mentions the treatment of existing 
local and general infections. ‘The patient should 
avoid self-examination and coitus during the last 
month of pregnancy. As incidents to the curative 
treatment the author advises ergot and hydrastis 
or quinine. Wounds of the genital tract are touched 
with iodine. Vaccines have given only fair results. 
Surgical treatment consists in the drainage of pus- 
tubes, hysterectomy, and ligation of the pelvic 
veins. F. C. Irvine. 


MISCELLANEOUS 


Holmes, R. W.: Obstetrics, a Lost Art; a Criticism 
of the Promiscuous Indications for Caesarean 
Section. Surg., Gynec. & Obst., 1915, xxi, 636. 


A brief discussion is presented which covers the 
methods of delivery of the child through the natural 
channels, and the fact is emphasized that the 
possibilities of correctional means for the purpose 
of securing delivery are too largely forgotten. Like- 
wise, the various means of securing dilatation of the 
os are neglected in the erroneous belief that caesarean 
section overcomes all difficulties and dangers. The 
scope of section in contracted pelvis is discussed, 
also the fact that pelvic contraction per se is not the 
indication, but that the necessity arises only when 
there is a true cephalopelvic contraction. A criti- 
cism is presented of the widespread use of section 
in eclampsia and placenta previa, and in many very 
specious indications which most properly should 
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have small place in the justification of a section. 
As it is, Holmes believes that too many sections 
are done for practically no reason of scientific 
worth, as, for instance, transverse, face, brow, or 
even breech presentations. 

He advocates the routine employment of rectal 
examination during labor, especially where the 
possibility of a caesarean section is under advise- 
ment, as a prophylactic against infection. 

He maintains that no matter for what a caesarean 
section may have been done, the presence of the 
uterine scar places a great hazard on the mother, 
and it alone should demand a section in all subse- 
quent labors. If the truth were known rupture 
after casarean section is far more common than 
statistics would lead one to believe. 

It behooves the obstetric attendant to develop 
his obstetric skill and knowledge so that he may 
acquire a dexterity which will preclude the resort to 
an unjustifiable section. 


Giuffrida, F. J.: The Abuse of Pituitrin, Intra- 
partum. J.-Rec. Med., 1915, \xii, 394. 


It is nothing less than meddlesome midwifery 
to employ pituitrin or any other uterine stimulant 
just because the obstetrician is tired of waiting 
for spontaneous labor to terminate. Ruptured 
uterus, badly torn cervix and perineum, post- 
partum hemorrhage, stripping the bladder from 
its peritoneal attachment, and asphyxia of the 
child—any or all of these are some of the calamities 
that may turn the tide of a normal labor into a 
most serious pathological condition by the ill- 
advised employment of pituitrin. | C. D. Hoimes. 


Schatz, F.: Causes Which Influence Presentation 
at Delivery (Die Ursachen der Kindeslagen). 
Arch. f. Gynaek., 1915, civ, 393. 

This article of 78 pages is a continuation of a 
previous one on the same subject. The author has 
made a very extensive clinical study of the subject 
and upon it bases an explanation of the mechanism 
of the changes in position of the foetus during preg- 
nancy, the influence of the position of the uterus 
upon that of the child, and other factors. He made 
repeated examinations of pregnant women near 
term in both reclining and standing positions and 
reports the results in 140 tables. 

The influence exerted upon the position of the 
foetus by its size and sex, by the time of day, by 
the contractions of the uterus, the influence of 
preceding deliveries, etc., is discussed in detail. 
The chief factor in the change of position seems 
to be the efforts of the foetus to stretch its limbs. 
He found that foetuses show as marked individuality 
as do infants after birth. Some of them were very 
active and responded promptly to changed con- 
ditions, while others were very sluggish and seemed 
not to be affected by anything but the law of grav- 
ity, so that they settled into a breech position and 
remained in it. A. Goss. 











OBSTETRICS 


Cartledge, E. C.: Childbirth; Early Rising After. 
J.-Rec. Med., 1915, \xii, 391. 


The author’s rule as to the time when the mother 
should be allowed to rise from childbed is that she 
may get up when slie feels strong enough. The 
knee-chest posture can save the patient from the 
only harm that can come from getting up too 
soon and being on the feet too soon, except, of 
course, the harm there is always in that effort and 
exercise which approaches fatigue. Every mother 
should be allowed up enough to rest herself, begin- 
ning anywhere from the fifth to the twentieth day, 
and she should: be properly instructed in the use 
of the genupectoral position. C. D. Hormes. 


Schumann, E. A.: A Study of Hydrops Universalis 
Foetus. Am. J. Obst., N. Y., 1915, Ixxii, 961. 


The author reports the case of a female child, 
weighing 7.5 pounds born to a healthy II-para, aged 
23 years. It was the seat of a marked general 
oedema, involving the head, trunk, and extremities. 
The facial oedema was so marked as to almost 
obliterate the features; there was a large ascites, 
hydropericardium, and hydrothorax. The placenta 
weighed 4.5 pounds. It was soft, friable, pale, and 
enormously oedematous. On section serous fluid 
escaped from all parts. 

Microscopically the villi showed great oedema 
and some degeneration of the syncytial cells. The 
villi presented vacuolation, there was separation of 
the connective tissue by oedema, and the syncytial 
cells were swollen, their nuclei pale, and in many 
instances shrunken. 

The mother made an uneventful recovery. Dur- 
ing this pregnancy she had shown a trace of albumin 
in the urine on occasions, but had not been ill or 
shown signs of serious disturbance of the kidney, 
although she gave a clinical impression of suffering 
from some toxemia. 

After reviewing the literature and discussing the 
various theories advanced by the different writers 
on the subject, the author says: ‘‘The entire 
problem may be briefly summarized in the statement 
that hydrops universalis foetus is a condition char- 
acterized by a general cedema of the foetus, asso- 
ciated with a great variety of visceral changes and 
diseased states of the body fluids, or it may present 
no organic change whatever, even to the most 
painstaking pathological examination, except of 
course the presence of abnormal amounts of serous 
fluid. 

“The condition is usually present in women who 
have shown the existence of some gestational 
toxemia, or in whom the presence of some toxic 
factor is suspected but cannot be confirmed. 

“It is almost always associated with oedema and 
degenerative changes in the placenta, the micro- 
scopical picture of which is very similar in general 
to that shown in the present case. 

“Tn the opinion of the author, hydrops universalis 
foetus is due to a maternal toxemia impairing the 
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circulation and the nutritive function of the pla- 

cental cells, and thereby causing secondary circu- 

latory and nutritional defects to ensue in the foetus.” 
C. H. Davis. 


Holmes, R. W.: Rectal as a Substitute for Vaginal 
Examinations in Labor. J. Am. M. Ass., 1915, 
xv, 2229. 


In spite of the most rigid regard to the details 
of asepsis in the preparation of the patient, of the 
attendant’s hands, and of the supplies to be used, 
the dangers of puerperal infection have not been re- 
duced to that negligible degree which should be 
attained. Today it is generally recognized that 
abdominal palpation, aided by a proper interpreta- 
tion of clinical evidences, offers as much, if not 
more, certitude as to the condition of the woman 
and progress of labor than do vaginal examinations 
alone. ‘The elimination of the necessity of entering 
the vagina, or at least reducing the frequency to the 
point at which imperative exigency demands it, 
will be a distinct obstetric advance. 

The technique is outlined, together with the find- 
ings it is possible to obtain. 

The conclusions are as follows: 

1. The discovery by Kroenig and Ries of the 
possibilities of rectal examination in labor is one 
of the most important contributions to modern 
obstetric medicine of the last generation. 

2. There should be a complete revision of the 
chapter on pelvic examination in obstetric text- 
books. Adequate presentation of the value of 
rectal examination should be made. Vaginal ex- 
amination should be made subordinate to rectal 
touch. 

3. While at the present time rectal examination 
does not give us the means of taking pelvic meas- 
urements, it is of great value in estimating the factors 
situated in the posterior half of the bony pelvis. 

4. In almost every direction, under appropriate 
conditions, rectal examination is as definitive as 
vaginal, if combined with abdominal palpation. 

5. The ease or difficulty of rectal examinations 
are commensurate to the ease or difficulty which 
encompass the vaginal ones and are dependent 
on the same factors. 

6. Rectal examination is an utterly innocuous 
procedure in labor; whereas vaginal examinations 
are always potential sources of infection to the 
woman. 

7. Rectal examinations are peculiarly appro- 
priate to those women who are to receive the test 
of labor in relatively contracted pelves when a 
cesarean section may possibly be needed. 

8. Vaginal examinations should be made in 
labor only when, for some special reason, the rectal 
findings are indefinite or inconclusive. 

9. The least that can be said of rectal examina- 
tion is that it permits the conduct of normal labor 
with the essential elimination of vaginal examina- 
tions—a decided advance in the technique of the 
conduct of labor. Epwarp L. CorNELL. 
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Edward, M. L.: Prenatal Care; Deduction from the 
Study of Three Thousand Four Hundred and 
Sixteen Cases. J. Am. M. Ass., 1915, lxv, 1336. 

The total percentage of stillbirths for the past 

eight years in the New York Infirmary for Women 
and Children is 3.6, as compared with 4.29 per cent 
in the Sloane Hospital and 5.22 per cent in the 
Universitaets Frauenklinik in Munich (quoted by 
Holt and Babbitt). The percentage of deaths in the 
first fourteen days is 2.7, as compared with the 
3.1 per cent in the Sloane Hospital. The total 
mortality of 6.3 per cent is, perhaps, not so much of 
an improvement over Williams’ 7 per cent as the 
approach to his description of an ideal clinic should 
warrant. It is, however, a step in the right direction, 
and the fact that the mortality tends to decrease 
is encouraging. 


MORTALITY STATISTICS FOR THE PAST EIGHT YEARS 


Per cent Deaths Per cent 

Infants > First of Those 
Year Born Stillbirths Births 14 Days Born Alive 
1y07 146 5 3-4 9 6.38 
1908 280 12 4.2 10 $3.7 
1909 357 19 5-3 9 2.6 
Ig!to 374 15 4 9 o5 
IgII 523 26 4.9 10 2 
1912 552 14 3.4 13 2.4 
1913 557 20 3.4 Ir 1.9 
1914 597 15 2.5 18 3 

3,416 126 3.6 89 2.7 


The total mortality was 215, or 6.3 per cent. 

The causes of the total mortality are: Labor 
(forceps, 27; craniotomy, 3; rigid cervix, 2; breech, 
13, with 2 impacted; long labor, 7; shoulder, 1; 
early induction, 2; fibroid of cervix, 1; polyp of 
cervix, 1; flat pelvis with version, 1; placenta praevia, 
14; prolapsed cord, 12, with 2 pulseless; cord about 
neck, 6; concealed or accidental hemorrhage 3), 93, 
or 43 per cent; syphilis 14, or 6.5 per cent; unde 
termined 28, or 13 per cent; deformity 109, or 8.8 
per cent; prematurity and inanition 20, or 9.3 
per cent; toxemia, 7; asphyxia, 6; nephritis, 5; 
atalectasis, 3; cerebral haemorrhage, 4; endocarditis 
in mother, 3; from other causes, 13. 

The other causes were to in number and were 
acute hydramnios, with labor induced 2 (twins); 
pertussis in mother, 2; typhoid in mother, 1; general 
infection, 1; intra-uterine infection, 2; intraven- 
tricular haemorrhage, 1; meningitis, 1; perisplenitis, 
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1; hemorrhage into brain, lungs, liver, etc., 1; 
oedema of the brain, 1. 

Patients register at the infirmary at seven 
months, sometimes at six months. They make 
bimonthly visits until the end of the eighth month 
and weekly visits during the last month. Patients 
not reporting for a period of a month are debarred. 
The patient’s history is taken at the first visit, 
especially as to history of past diseases, former 
labors or abortions, and health during present 
pregnancy. The physical examination, unless 
otherwise indicated, is obstetric only, consisting of 
external and internal pelvic measurements and ab- 
dominal palpation, mensuration, and auscultation. 
In making the internal examination, the condition of 
the cervix and perineum is noted and any erosion of 
the former is treated. Epwarp L. CorneELt. 


Manning, J. B.: Six Cases of Hemorrhage in New- 
born Babies. Arch. Pediatrics, 1915, xxxii, 838. 

In the first case, hemorrhage occurred daily for 
eight days, beginning with the second day of life. 
For four days 150 ccm. of serum were given, of 
which 28 were antistreptococcic and 122 were 
human blood serum. The serum was quickly ab- 
sorbed and no infection occurred. On modified 
cow’s milk, together with citrate of iron sub- 
cutaneously, three-fourths grain every second day, 
the infant made a rapid recovery and is in excellent 
condition today. 

In the second case, hemorrhage followed cir- 
cumcision. It was controlled by blood serum after 
five days. 

In the third case, hemorrhage occurred sub- 
cutaneously and intracranially. In spite of active 
serum treatment the infant died on the seventh 
day. 

In case four, bleeding occurred from scratches 
on the skin, conjunctiva, and bowels. It was 
controlled by 10 ccm. horse serum and a teaspoonful 
of 5 per cent gelatin every hour. 

Bleeding occurred per rectum in case five on the 
fourth day. Horse and human serum controlled 
it by the fifth day. 

In the sixth case, haemorrhage per rectum occurred 
suddenly on the second day. The infant died in a 
few hours. A blood culture showed a streptococcic 
infection. Epwarp L. Cornett. 
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ADRENAL, KIDNEY, AND URETER 


Oechsner, J. F.: 
Kidney Stone. 
376. 

The patient, a woman 55 years old, gave a history 
of dull pain in the back and right side. On June 10, 
1915, she had an attack of terrific pain in the right 
side, which was relieved by a sedative. During the 
week following she had two or three attacks of 
pain of greater or lesser intensity. Urinalysis 
showed a large quantity of blood. A radiograph 
taken June 30 showed a foreign body in the right 
ureter about two inches from its termination in the 
bladder. 

The second radiograph taken July 14 showed ap- 
parently the same foreign body in the bladder or at 
the mouth of the ureter. On July 19 the patient 
passed the calculus. 

DANNA in discussing this paper emphasized the 
need of caution in the interpretation of X-ray 
pictures. In one of Danna’s cases there was to all 
appearances a stone in the kidney from the skia- 
graph. Upon operation, however, none was found. 
It may have passed between the time of the skia- 
graph and the operation. In the future Danna 
intends to have two pictures taken at intervals to 
verify the first picture, prior to operation. 

THEO. Drozpow!tz. 


The Interesting History of a 
N. Orl. M. & S. J., 1915, lxviii, 


Bryan, R. C.: A Case of Dietl’s Crisis in an 
Anomalous Right Kidney Associated with a 
Left Pelvic Kidney. Surg., Gynec. & Obst., 1915, 
xxi, 684. 

With the development of pyelography, X-ray, 
and ureteral catheterization distorted states of the 
genito-urinary system are now more frequently ob- 
served than formerly. Statistics show that one 
case in 25 shows some deviation from the normal. 
It is apparently the rather complex embryological 
development of the urogenital system which is re- 
sponsible for this reversion, The kidneys start in 
early uterine life well in the true pelvis so that their 
ascent superiorly is influenced by many factors. It 
has also been well established that the anomalous 
kidney, the fused mnieren-kuchen, the sigmoid or 
horseshoe kidney is peculiarly susceptible to a 
pathological state and morbid reversion. This is 
no other than the rule of the malignant diathesis in 
cryptorchismus and hernia of the ovary. 

A résumé of the necropsy findings in 18 authentic 
cases of bilateral ectopy shows the following constant 
development inhibition: 

1. Kidney fixed, densely bound down, flattened. 

2. Pelvis usually situated anteriorly. 

3. Located about sacro-iliac synchondrosis; i.e., 
below the pelvic brim. 


4. One small single artery, may be as many at 
six twigs, entering the organ at an abnormal site. 

5. Veins multiple, much enlarged, emerging as 
an angle. 

6. Adrenal bodies in their normal subdiaphrag- 
matic locations. 

7. Lobulation of the kidney. 

8. Hypoplasia of calyces. 

9. Ureters are standard but shorter. 

Associated with ectopic kidneys any genital 
anomalies may frequently be observed, such as 
bicornate uterus, exstrophy, epispadias, etc. Ap- 
parently the only condition from which dystopia 
renalis must be differentiated is the fused kidney. 
The hypertrophic meatus, excessive peristalsis, 
capacious confluent pelves by pyelography and me- 
sial location should differentiate the two conditions. 
Subjective symptoms are notoriously unsatisfac- 


tory. Rovsing calls attention to epigastric dis- 
tress. Neufville calls attention to oedema of the 
legs. The moth-ball test is of no value; rectal ex- 


amination should be carried out. X-ray shadows of 
soft tissues are notoriously misleading; urinalysis 
is insufficient; cystoscopy with ureteral catheteriza- 
tion and pyelography is the only means at hand for 
positive diagnosis. The treatment is surgical and 
if encountered while operating for some other 
trouble, the organ should not be touched. 


Thomas, G. J.: Anuria for Five and One-half 
Days in a Patient on Whom Left Nephrectomy 
Had Been Done. J.-Lancet, 1915, xxxv, 667. 


The patient,.a man aged 43 years, had nephrec- 
tomy of the left kidney done for pyonephrosis at 
the Mayo Clinic, September, 1911, at which time 
he was carefully examined, and the right kidney 
found to be normal. ‘Three months after the opera- 
tion he returned home in good health. 

Two weeks before coming to the clinic the second 
time (July, 1915) he began to feel bad; lost his ap- 
petite; had a coated dry tongue; was constipated, 
and felt ‘‘queer.”’ Six days after the onset it was 
noted that no urine had been passed for five and 
one-half days. The bladder was _ catheterized 
several times without result. Hot packs, saline, 
and forced water were used during the next thirty- 
six hours, and he voided 62 ounces of urine. Sup- 
pression was complete for another twenty-four hours. 
Examination showed the skin muddy in color and 
very dry; mouth dry; tongue coated, dry and 
furred; the breath was foul and somewhat urinous; 
the abdomen was prominent and there was a general 
tenderness in the abdominal region. 

On cystoscopy, the bladder was found to be nor- 
mal; the right ureteral orifice was easily found, but 
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no urine was seen during an observation of fifteen 
minutes. A No. 6 flute-end catheter was intro- 
duced into the ureter and gentle pressure exerted 
over the kidney, and a syringe used for suction at 
the end of the catheter resulted in the passage of 
about two drams of thick ropy mucus, followed by 
a continous stream of slightly haemorrhagic urine. 
The cystoscope was removed and the ureteral cathe- 
ter left in place. By frequent irrigation with warm 
boric acid solution, the catheter was kept open for 
three days. Complete recovery resulted. 

Roentgen examination was negative. The func- 
tional test gave 51 per cent of phenolsulphone- 
phthalein secreted in two hours. 

The points of interest in this case are the follow- 
ing: 

a. Complete anuria for five and one-half days; 
the total amount of urine secreted in nine days 
being 64 ounces. 

2. The patient had but one kidney, the other 
having been removed some time before for pyone- 
phrosis. 

3. There was no history of pain during the pres- 
ent attack. 

4. The cause of obstruction was not known. No 
stones or fragments were passed before or after 
cystoscopy. Roentgen ray examination was nega- 
tive. 

5. Relief was obtained by permanent ureteral 
catheter. 

6. The patient apparently was in normal health 
after ten days, and no damage to the kidney dem- 
onstrated. Tueo. Drozpowirz. 


Denaclara, C.: Hamaturia in Renal Neoplasm. 
M.J., 1915, cii, 1093. 

In an interesting article upon renal hematuria, 
the author has collected 409 case reports of renal 
neoplasms; hamaturia occurred in 146 patients, or 
in 35.7 per cent. Reports of other authors vary. 
In 132 case reports of children under ten years of 
age, hematuria occurred in 37, 18 in boys and 16 in 
girls, 3 reports not giving the sex. Hamaturia 
occurred from the right kidney in 13 cases and from 
the left side in 21, the source not being given in 3 
cases. As extreme limits, haemorrhage appeared 
two months before the tumor could be detected, 
and three months afterward. The hematuria was 
intermittent in character, only one attack lasting as 
long as fourteen days. In 4 cases the quantity of 
blood was considerable. 

As no cases were found between the ages of ten 
and eighteen years, the adult age starts with eigh- 
teen. In 168 cases of adult renal neoplasm, hzmor- 
rhage occurred in 109 patients, or 64.88 per cent, 
74 in men and 26 in women. ‘The sex was not re- 
ported in 9 cases. The neoplasm occurred from 
the right side in 44 patients, from the left side in 42 
cases, and from both sides in 3. In 20 patients the 
source was not reported. Seventy-four patients 
were between the ages of forty and seventy years. 
Hematuria appeared early in 40 cases. No other 
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symptom was present in 23 cases. Malignancy 
was reported in 31 patients. In 107 cases neither 
rest nor movement had any influence upon the hem- 
orrhage, while in 7 cases only was it continuous. 
The amount of blood varied greatly. In the malig- 
nant cases, hematuria was present in 75.55 per cent, 
and in 55.81 per cent of the non-malignant growths. 

The diagnosis is sometimes difficult, especially 
where the presence of blood makes cystoscopy im- 
possible. Pain is seldom absent in renal calculus, 
while hematuria is not pronounced. The X-ray 
is indispensable. In renal tuberculosis, guinea-pig 
inoculations will assist in the diagnosis, besides 
general physical findings. Pain is slight in renal 
neoplasms, the pain disappearing with the presence 
of blood. Loss of weight does not usually occur 
until the growth is fairly well developed. 

Hemorrhage may occur during or following an 
acute febrile process of the renal gland when cancer 
is present. If hematuria is present before acute 
nephritis, the added inflammation increases the 
hemorrhage. With the loss of blood, the pressure 
diminishes, and a small amount of urine is excreted. 
In chronic inflammatory processes, as Bright’s 
disease, hematuria without acute symptoms is 
almost certain to be a renal neoplasm. Hematuria 
from a tuberculous kidney is slight, usually follow 
ing a poor state of health. 

In conclusion, hematuria occurs frequently in 
renal neoplasms, and more frequently in malignant 
than in non-malignant growths. The hematuria 
is early in a great many cases, being more common 
in adults than in children. In many cases blood is 
present during the entire process, and in quite con 
siderable amounts. An early hematuria in the 
absence of other symptoms should cause suspicion 
of renal neoplasm. C. D, PICKRELL. 


Cleveland, A. J.: Transient Hematuria in Children. 
Clin. J., 1915, xliv, 396. 

From the study of a number of cases which have 
come under his observation, the author draws the 
conclusion that attacks of transient hematuria 
occur in children, and that the haemorrhage itself 
is of no great consequence. This conclusion is based 
on the fact that careful study and observation 
eliminated all diseases causing hematuria, also that 
the hematuria quickly cleared up and there has been 
no return. R. F. O'NEILL. 


Stanton, W.: Multiple Cystic Kidney. Buffalo 
M. J., 1915, |xxi, 240. 

Stanton reports the case of a female, aged 24, 
who from childhood had passed large amounts of 
urine. The patient being apparently in perfect 
health never consulted a physician. In the sum- 
mer of tor2 she was suddenly attacked with a 
violent headache and vomiting, followed by slight 
stupor. The diagnosis at the time was acute in- 
digestion and she recovered in three weeks. The 
following year (1913) the patient completed a 
brilliant college course, having led her class and 
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having taken an active part in college athletics. 
In 1914 she married, but was never pregnant. In 
February, 1915, she suffered an attack of stupor 
with severe pains in the right lumbar region. Soon 
after this she consulted the author, who found 
a trace of albumin, polyuria, and tumor. 

Nephrectomy was performed by Dr. W. B. Jones, 
assisted by the author. A long median anterior 
incision was made, and upon palpation the right 
kidney was found to be greatly enlarged; examina- 
tion of the left kidney showed a similar and almost 
as bad a condition. All other organs were normal. 
The abdomen was closed; recovery was uneventful. 
The patient left the hospital with slight albuminuria 
and polyuria, voiding 50 to 65 ounces in 24 hours. 

Death followed in a month. Autopsy showed 
that the right kidney weighed 3 lbs. and 14 0z., 
and measured 734 x 4% x 338 inches. The left 
kidney weighed 3 lbs. and 3 oz., and measured 
6 x 4% x 35% inches. 

It is of interest to note that the father of the 
patient gives a history of polyuria since some years 
before her birth, and at her death was in an ad- 
vanced stage of chronic interstitial nephritis. 

H. W. E. WALTHER. 


Rosebro, B. M.: 
1915, XX, 274. 


Pyelitis. Virg. M. Semi-Monith., 

In discussing the etiology of pyelitis Rosebro 
emphasizes its occurrence twice as frequently in 
female infants as in male. In the first six months 
of life after the second year, girl babies furnish 80 
to go per cent of the cases. The condition is more 
frequent at those times of the year in which diar- 
rhoeal conditions occur with greatest frequency; 
viz., August, September, and October, 

Rosebro has observed seven cases in older chil- 
dren associated with and following streptococcic 
sore throat and the streptococcus was found in the 
urine. 

The prognosis is good, quoting Langstein’s 
report of go per cent of recoveries. Most cases are 
due to the colon bacillus. J. S. E1sensTaept. 


Hendrick, A. C.: Pyelolithotomy in an Unusual 
Case of Renal Calculi. Canad. J. M. & S., 1915, 
XXXVI, 192. 

The author reports a case of bilateral calculous 
disease with the symptoms entirely on the left side. 
The unusual end interesting point is that the X-ray 
showed the right kidney to have been entirely de- 
stroyed by calculous disease, without any symptoms 
at all being referable to this kidney at any time. 
Pyelolithotomy was successfully performed upon 
the left kidney, a small calculus being removed. 

The author makes the following summary: 

1. The unusual history of complete destruction 
of the right kidney without any symptoms. 

2. The rather great hypertrophy of the remaining 
kidney. 

3. Of 38 cases of women in the Toronto General 
Hospital during the last five years, suffering from 
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the symptoms of renal stone, the following analysis 
was made: 
19 cases were operated upon. 
10 had stone in the right kidney. 
7 had stone in the left kidney. 
1 had stone in both kidneys. 
1 had no stone in either kidney. R. F. O’Net. 


Kilbane, E. F.: Renal Tuberculosis. Med. & 
Surg. Report Roosevelt Hosp., N. Y., 1915, p. 109. 

Kilbane reports 36 cases of renal tuberculosis, 
in 34 of which nephrectomy was performed, in one 
nephrotomy on account of the involvement of the 
other kidney. In another case suprapubic cystot- 
omy and ureteral catheterization showed such ex- 
tensive involvement of both kidneys as to preclude 
further surgical interference. 

The cases are grouped into three clinical classes 
as follows: 

1. Those presenting the symptom-complex 
of urinary frequency and urgency, dysuria, loss of 
weight and strength, pain in the back or kidney 
region or in the bladder or penis, occasional fever, 
chills, and sweats, hematuria, pyuria, and tubercle 
bacilli in the urine. This was the most common 
type, into which 80 per cent of the cases fell. 

2. Those in which an acute septic pyonephrosis 
is superimposed upon a chronic and usually un- 
recognized pre-existing tubercular pyelonephrosis 
characterized by a rapidly enlarging kidney tumor 
with symptoms of systemic infection. Five of the 
cases, 14 per cent, were of this type. 

3. Those cases discovered as the result of routine 
examinations, the renal lesion not being suspected. 
Three cases of this type came to operation, attention 
being directed to the urinary tract by history of 
hematuria, pressure of pus in the urine, passing of 
calculi, or pain in the back. The cystoscopic exami- 
nations were the same in this class: the bladder was 
normal in appearance, the intravesical portion of 
the ureter thickened, tortuous, and retracted, pull- 
ing the ureteric orifice upward and outward, so that 
it was higher and further from the median line 
than the opposite orifice. 

As to the age, 62 per cent of the cases were be- 
tween 15 and 25 years of age, and 75 per cent be- 
tween 15 and 35 years of age. 

Nationality, alcoholism, and family history were 
of minor consideration as etiological factors. ' Of 
the series 3 cases had renal calculi, 6 gave a history of 
venereal infection, and in 3 of these the symptoms 
of the gonorrhoeal infection had merged into and 
continued as symptoms of the tubercular infection. 

Previous tubercular lesions are apparently the 
most important etiological factor. Of 17 giving a 
positive history of tubercular lesion, only one was 
located in the lungs; 7 had tubercular epididymitis, 
and 3 developed it after nephrectomy. Five had 
either bones or joints affected and in these there 
were tubercular glands of the neck. Of the symp- 
toms, frequency, urgency, and dysuria were the 
most constant. Hematuria occurred in about 50 
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per cent. About 66 per cent at some time had pain 
in the kidney region. There was no elevation of 
temperature in 23 of the cases while in the hospital 
preceding operation. The leucocyte count in the 
majority of chronic cases was within or very nearly 
within the normal limits. 

Tubercle bacilli were found in the urine of 19 
cases; in 17 cases they were not found. Of these, 5 
were of the second group with symptoms of acute 
septic infection, and of the 12 remaining, 11 had 
stenosed ureters. ‘The author feels that the pressure 
of a stenosed ureter in 68 per cent of cases is of 
great value in diagnosis, sufficient to justify the 
diagnosis with very little corroborative evidence, 
it being assumed that other conditions, ureteral 
calculi, stricture, etc., are ruled out. 

D. L. Desparp. 


Fletcher, E. A.: Renal Tuberculosis; History and 
Pathology; Symptomatology and Diagnosis; 
Treatment and Results. Urol. & Culan. Rev., 
1915, xix, 558. 

This article is well worth reading, not only by the 
general practitioner and surgeon, but also by the 
specialist, though the compliment is paid the urolo- 
gist of believing that he undoubtedly knows and 
can employ the knowledge herein contained. ‘The 
author’s ability to review an immense amount of 
literature and sift from it the chaff is phenomenal. 
In this short article he practically has given us a 
mental conception of renal tuberculosis which is 
invaluable. ‘The mode of infection, the frequency 
with which it takes place, the post-mortem findings, 
are so concisely stated that on: can instantly fix 
the percentages in his mind and apply them prac- 
tically to a case under consideration. 

His statements regarding subjective symptoms in 
the incipient stage of the disease, although reiterat- 
ing well-known facts, as that pale urine with pyuria 
and without germs is suggestive of tuberculosis, 
are so written as to be interesting, though trite. 
The means of diagnosing, and of making an early 
diagnosis through the use of the cystoscope, X-ray, 
and surgery when necessary, is cited, as is also the 
after-treatment, in a manner to impress upon one 
that the correct and proper treatment for renal 
tuberculosis is nephrectomy, but that it is of 
greatest value when the surgeon possesses the ability 
to make an early diagnosis. 

The factors that have caused the decrease in the 
mortality rate of nephrectomy are summarized as: 
(1) improvement in operative technique; (2) cases 
come earlier; (3) ureteral catheterization and func- 
tional kidney tests which bring strongly before us 
the necessity and possibility of improvement along 
these various lines. G. S. PETERKIN. 


Crabtree, E. G.: The End-Results of Seventy Cases 
of Renal Tuberculosis Treated by Nephrec- 
tomy. Surg.. Gynec. & Obst, 1915, xxi, 669. 

The author presents data on 103 cases of nephrec- 
tomy for renal tuberculosis operated upon by vari- 


ous surgeons at the Massachusetts General Hos- 
pital. End-results were traced in 70 cases. 

Four post-operative deaths are recorded as fol- 
lows: pneumonia, 1; pyelonephritis of remaining 
kidney, 1; shock and hemorrhage, 2—an immediate 
mortality of 3.8 per cent. 

Late mortality from tuberculosis subsequent to 
temporary recovery from operation occurred in 14 
cases, or 20 per cent, all within five years. Of these, 
4 died from tuberculous cachexia, 2 from tuber- 
culous meningitis, 5 from ‘‘tuberculosis” (form not 
recorded), and 3 from genito-urinary involvement. 
In this connection it is of interest to note that genital 
involvement occurred in 32 per cent of all male cases, 
whereas none of the females were so affected. 

Sixty per cent of the series were considered cured, 
although in 35 per cent there remained legacies of 
the disease, such as nephritis probably of toxic 
origin and secondary infections of the remaining 
kidney; irritable bladder, sometimes due to cica- 
trices; traces of albumin and slight pyuria. Nine 
cases, or 12.8 per cent, were unimproved. 

Finding that young individuals with early lesions 
of the kidney, which usually show considerable 
cortical tuberculosis and perinephritis do not do so 
well after nephrectomy as those of more advanced 
age, but in whom the disease is often more exten- 
sive, the author raises the question of artificial im- 
munization in these individuals. 

In concluding, the author states that the results 
for this series of drainage of the wound after nephrec- 
tomy compare favorably with undrained wounds in 
recent cases in regard to sinus formation. There 
are 25 per cent which heal by first intention and 75 
per cent in which sinuses develop, irrespective of the 
method of wound closure employed. In undrained 
wounds sinus development is late and, where the 
follow-up system is not carried out, may give a 
false idea as to the value of the treatment. 


Shropshire, C. W., and Watterson, C.: Kidney 
Lesions Diagnosed with the Aid of the Cysto- 
scope and X-Ray. Lancet-Clin., 1915, cxiv, 571. 


The authors call attention to the errors in the 
diagnosis of kidney lesions due to failure in em- 
ploying exact methods of diagnosis. ‘Two personal 
cases are reported to illustrate the value of urologic 
methods of diagnosis. ‘These patients had suffered 
for years because the usual methods of examination 
had failed to reveal the real nature of the trouble. 

From a careful study of their work the authors 
reach the following conclusions: 

1. Combined cystoscopic and X-ray examination 
is of the greatest value in the diagnosis of lesions of 
the kidney and ureter. 

2. Practically all errors are avoidable if use is 
made of the means at command for refined diagnosis. 

3. Patients who have symptoms of lesions of the 
kidney are usually treated by the internist and 
surgeon for a period of several years before a 
diagnosis is made. 
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4. The term pelvic retention is more appropriate 
than hydronephrosis. 

5. A pelvis which because of its position favors 
retention is sure to become infected, for stasis in 
any part of the body is sure to be followed by in- 
fection. H. A. Fowier. 


Allen, E. S.: Surgical Kidney; Report of Five Cases. 
Urol. & Cutan. Rev., 1915, xix, 669. 

The point is emphasized that in very many cases 
patients with infection of the kidney are treated 
for long periods of time for other conditions. These 
patients usually have irregular chills, fever, and 
other symptoms simulating typhoid, malaria, or 
rheumatic infection. During the last year at least 
75 patients have been brought to the laboratory 
for blood examination because of suspected typhoid 
fever or malaria where microscopic examination of 
the urine has demonstrated renal infection.. Two 
of the five cases reported had had prolonged treat 
ment for malaria as a result of mistaken diagnoses, 
the trouble having been pyonephrosis, one compli- 
cating calculus. S. W. Moorneap. 


Quinby, W. C.: The Management of Pneumo- 
thorax Occurring as a Complication of Nephrec- 
tomy. J. Am. M. Ass., 1915, Ixv, 2154. 

The accidental opening of the pleural cavity 
during nephrectomy is, as Quinby points out, an 
unavoidable complication. Such injury to the 
diaphragm may occur even under the most expert 
operator and with the most skillful dissection. It 
may even occur during subcapsular nephrectomies. 
It is in cases in which the perirenal tissue has been 
greatly infiltrated with inflammatory products that 
the accident is most apt to occur. Dense adhesions 
are most common to the left side owing to the fact 
that the left kidney is the higher of the two. It 
occurs most frequently at the upper angle of the 
lumbar wound. 

Incision of the pleura may also occur in the pres- 
ence of a rudimentary twelfth rib, in which case the 
operator may overlook this rib altogether, and call 
the eleventh the twelfth. Such a mistake can be 
avoided by examining the ribs before operation. 

While it is true that the pneumothorax caused 
in the manner referred to is usually small in amount 
and devoid of any special dangers, except of pos 
sible infection, this may not be the case in each in- 
stance. Severe functional disturbances may follow 
pneumothorax. 

Whether the tear be large or small, Quinby be 
lieves that conditions within the thorax should be 
restored to normal at as early a moment as possible. 
Should the lesion in the thorax be a large one, a 
sponge forceps should be pushed into the chest and 
made to grasp the collapsed lung. By making 
steady traction the mediastinum can be supported 
and the uninvolved lung given a chance to carry 
on respiration until the tear can be closed. Small 
tears should be closed as discovered. 

If symptoms of insufficient ventilation persist, 
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the air in the chest should be removed by aspiration. 
This is best done by puncture with a trochar low 
on the side in the midaxillary line of the thorax. 

H. W. E. WALTHER. 


Schmidt, L. E.: Nephrectomy During Pregnancy. 
Surg., Gynec. & Obst., 1915, xxi, 679. 

The author gives the history of one case of ne- 
phrectomy in the fifth month of pregnancy in a multi- 
para, aged 28, who suffered from chills, fever, fre- 
quent and painful urination, and progressive loss 
of flesh. A diagnosis of tuberculosis of the left 
kidney was made prior to operation. The kidney 
together with fatty capsule and the ureter were re- 
moved en masse. The patient recovered and was 
delivered at term, but the child died of sepsis on the 
twelfth day. 

Brief histories of 35 additional cases are given 
from which it is shown that the mortality to the 
mother is 5.7 per cent. In 77 per cent of the cases 
the mothers had normal labors at term. In 15 per 
cent harmful effects on the foetus were observed. 
The author believes that a previous nephrectomy 
is no contra-indication to marriage provided the 
remaining kidney has been shown to be sound 
for years. During pregnancy a_ nephrectomy 
threatens the life of the mother in proportion to the 
gravity of the case, the danger of eclampsia, and 
the involvement of the other kidney. ‘The risk to 
the child varies with the condition of the mother 
and the dangers incident tu induced or natural 
abortions and induced Jabor. 


ration of Renal Function 
A.J., IOUS, XVill, 237. 


Geraghty, J. T.: Consi 
Tests. Indiand poli: 

It is now recognized that the functional power of 
the kidney is only roughly proportionate to the de- 
gree of anatomical change. The value of any 
excretory test is therefore purely empirical and in- 
dicates the functional capacity of the kidney at 
the time at which the test is performed. By them- 
selves the tests do not make a diagnosis or settle the 
prognosis, which must be determined from a knowl- 
edge of the underlying pathological process pro- 
ducing the reduced function. Functional studies 
reveal only the excretory capacity. 

It is unnecessary to use all of the large number of 
functional renal studies, since the information to be 
gained by their use is available at times from a single 
test or from the proper combination of a small 
number of tests. 

The author and his co-workers cannot support 
the studies of Schlayer in his attempts to differen 
tiate between tubular and glomerular involvement. 
Schlayer determines tubular function by the 
ability of the kidney to excrete salt and potassium 
iodide, and glomerular function by the ability to 
excrete water and lactose. Animal experiments 
have conclusively demonstrated that lactose may 
be excreted by the tubules, and Geraghty’s studies 
lead to the conclusion that the potassium iodide 
test, as used by Schlayer, is unreliable. 
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The application of functional tests in association 
with ureteral catheterization has become extremely 
valuable. Phthalein is superior to all other tests 
in that it indicates absolutely, as well as relatively, 
functional values, pointing out not only which 
is the diseased or more diseased of the two kid- 
neys, but giving a positive indication of the amount 
of work which each kidney is doing relative to its 
fellow, and, what is of more importance, the amount 
of work of each relative to the normal. This 
gives a much better prognosis concerning the capa- 
city of the remaining kidney to carry on renal func- 
tion than any other test. With respect to total 
renal function, the phthalein test is incomparable. 
All results obtained upon ureteral catheterization 
must be controlled with respect to unilateral in- 
hibition and error from leakage about either cath- 
eter. In case of bilateral disease a knowledge of 
renal function becomes of absolute vital importance. 
The phthalein test enables one to recognize infantile 
kidneys and to differentiate pyelitis from pyo- 
nephritis. 

In conjunction with the phthalein test, blood 
urea, a test of retention is extremely valuable in 
cases where the total phthalein output is reduced. 
When the phthalein excretion is normal, or nearly 
normal, it will always be found that there is no 
retention of urea in the blood. But in bilateral 
disease of the kidney in which phthalein is reduced, 
the estimation of blood urea has a considerable 
diagnostic and prognostic value. In severe grades 
of renal insufficiency the amount of retention of 
urea may reach as high as two or three grams per 
liter, and a blood urea of seven grams has been 
reported. The estimation of the blood urea is 
particularly important when for some reason it is 
impossible to obtain urine for estimating the 
quantity of phthalein excreted. = Frank Hinman, 


BLADDER, URETHRA, AND PENIS 


Bennett, V. B.: Notes on the Treatment of Vesical 
Calculus. Indian M.Gaz., 1915, 1, 401. 


The author reports his experience in the treat- 
ment of 3,904 cases of vesical calculus. This un- 
usually large number of cases were operated upon 
during a period of seven and one-half years. 

The mortality in the litholapaxy cases was one 
per cent. The author believes that this one per 
cent mortality might be avoided by a careful selec- 
tion of the cases. During one year 472 cases were 
operated upon with only one death. 

The author makes the general statement that 
about 5 per cent of all stone cases call for treatment 
by the suprapubic operation. In determining 
whether a patient should be subjected to the supra- 
pubic operation or to litholapaxy, the size and con- 
dition of the stone are not so important as the con- 
dition of the heart and kidneys. Cases with 
damaged heart and kidneys stand anesthetics 
poorly. They are the cases that swell the mor- 
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tality of litholapaxy and call for suprapubic op- 
eration. The value of the subsequent bladder 
drainage acts very beneficially in these cases. 

In frail old men, with a weak, slow pulse, with- 
out signs of tension and with small stones, the use of 
a local anesthetic often prevents a death from 
litholapaxy. H. L. KreTscHMER. 


Roberts, W. O.: Hernia of the Bladder. 
Cutan. Rev., 1915, xix, 605. 

Hernia of the bladder, although of not very fre- 
quent occurrence, was known to the ancients, hav- 
ing been described in the eleventh century. The 
author states that up to 1896 not more than 200 
cases had been reported. In 1908 the number in- 
creased to approximately 300. He does not believe 
that there is actually an increase in the number of 
these cases. This apparent increase is due to the 
fact that a greater number of herniotomies are 
being performed now than formerly and that the 
Bassini technique permits a more thorough ex- 
posure. 

Anatomically there are recognized three types of 
vesical hernia: (1) the extraperitoneal, in which a 
portion of the viscus protrudes alongside the sac of 
an ordinary hernia, or rarely, independent of any 
hernial sac; (2) the intraperitoneal, in which a 
portion of the viscus appears in the sac covered 
with peritoneum; and (3) the paraperitoneal, 
in which a portion of the viscus only is covered with 
peritoneum of the sac. 

According to the author, the primary and essential 
etiological factor of vesical extrusion complicating 
hernia is difficult to understand, unless the doubtful 
hypothesis be accepted that there exists an acquired 
weakness of the muscularis, or congenital defective 
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. anatomic conformation, rendering such extrusion 


possible. The extreme rarity of vesical implication 
in infantile hernia militates against its congenital 
origin, few examples having been recorded as 
occurring during childhood. 

Displacement of the viscus by a markedly dis- ° 
tended rectum in obstipation may be a predisposing 
factor. Other presumed contributing causes are 
laxity of the muscularis, external or internal vio- 
lence, overexertion, traction from vesical, omental, 
and intestinal adhesions. 

As definitely characteristic symptoms seldom 
occur, accurate ante-operative diagnosis of vesical 
extrusion complicating hernia is usually impractic- 
able. 

In some instances vesical extrusion occurs 
secondarily; i.e., where hernia recurs after primary 
operation. Under such circumstances, as it is 
more than likely that the sac contains only the 
urinary bladder, the diagnosis should not be difficult. 

Even during the performance of herniotomy the 
diagnosis of complicating vesical extrusion is not 
always easy of accomplishment; the viscus may be 
mistaken for the intestine, and the prevesical fat 
may closely resemble the omentum. 

In a large proportion of the recorded examples 
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the viscus remained unrecognized until inadvertent- 
ly incised during operation. 

Vesical extrusion may be suspected if the hernial 
sac contains an unusual quantity of fat, if definite 
muscle fibers are recognized, or if difficulty is en- 
countered in locating the neck of the true hernial 
sac. H. L. KReETSCHMER. 


Morton, H. H.: Carcinoma of the Bladder. 
M. J., 1915, lviii, 752. 

All attempts at operative treatment of cancer of 
the bladder have been discouraging, as very often 
the disease has been spread or the suprapubic 
wound has failed to close. 

According to European clinicians the bladder 
should be opened only in: 

1. Neoplasms involving the dome or front. 

2. Budding neoplasms whose offshoots clog the 
neck of the bladder like a stopper in a bottle and 
cause retention of urine. 

3. Neoplasms causing hematuria where hemor- 
rhage makes intervention necessary. 

When the tumor involves the floor or is around the 
ureteral orifice it is better to leave it alone. Re- 
moval of the tumor and resection of the bladder 
wall for one inch around the base promises to be of 
some benefit in bladder cancer provided it is done 
early. 

The general practitioner should bear in mind 
that every case of hematuria demands an immediate 
cystoscopic examination, and if the hematuria is 
caused by bladder cancer, early diagnosis with 
prompt removal affords at least a possibility of 
saving the patient’s life. H. A. Moore. 


Pacific 


O’Neil, R. F.: Bladder Tumors in the Young. 
Boston M. & S. J., 1915, clxxiii, 873. 

In relation to that of other tumors the occurrence 
of vesical neoplasms has been variously estimated as 
0.39 to 0.75 per cent. In 262 bladder cases Albar- 
ran found but 6 tumors occurring from 1 to 10 years 
of age, 3 from ro to 20, and 16 from 20 to 30. In 
the Massachusetts General Hospital from 1879 to 
1915, among 62 bladder tumors only one occurred 
in a patient under 20 years of age. The tumors of 
the young are typically of connective-tissue deriva- 
tion, as contrasted with the epithelial derivation of 
the majority of tumors found in adults. Sar- 
comatous degeneration is very common; a fatal out- 
come is the rule. It is usual to find the tumor 
springing from the region of the trigonum. As 
they do not bleed with the facility of the epithelial 
tumors of adults, interference with urination is 
commonly the initial symptom, and a mistaken 
diagnosis of stone is frequently made. Extrusion 
of all or a part of the tumor through the urethra 
has been observed several times in female children. 

Heretofore a diagnosis has rarely been made until 
an extensive growth was present, and treatment, 
whether by the suprapubic, perineal, or periurethral 
(in females) route has been futile in most cases. 

S. W. MoornHeap. 
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Morton, H. H.: Stricture of the Urethra. Med. 
Times, 1915, xliii, 184. 

The author continues his subject by taking up the 
treatment of strictures which are not operable. 
There are two causes of stricture: the most common 
is gonorrhoea, the other, traumatism causing rup- 
ture of the urethra. 

The importance of the clinical distinction between 
the two varieties of stricture—the soft and recent, 
and the hard and organized —is pointed out. Every 
stricture in the beginning is due to soft, round-celled 
infiltration, which in this stage yields to treatment 
by sounds; afterwards fibrous tissue forms, frequent- 
ly necessitating operation. 

Three forms of stricture are met with: the linear 
stricture, which is a fine line; the annular stricture, 
which is a broader line surrounding the urethra; 
and the tortuous or innodular stricture, which is a 
heavy mass of scar tissue which cannot be brought 
to absorption. 

As to number, the gonorrhoeal are usually mul- 
tiple, while the traumatic are usually single at the 
site of rupture. 

The favorite locations for stricture are the pen- 
dulous and the bulbomembranous urethra. 

Important changes take place behind the stricture. 
A pouch is formed by the distention of the urethra, 
which retains a drop of urine; this decomposes, 
irritates the mucous membranes and causes a gleety 
discharge. Prolonged inflammation leads to ulcera- 
tion, which if small forms an abscess, opens exter- 
nally, and leads to fistula; if large, to extravasation 
of urine. The walls of the bladder hypertrophy and 
the muscular fibers lose their elasticity, which is 
followed by atony. The urine accumulates, decom- 
poses, and sets up a cystitis. Back pressure on the 
kidneys leads to dilatation of the ureters and pelvis 
of the kidney. Infection follows and pyelitis or 
pyelonephritis develops and death ensues. 

The author designates the most constant symp- 
toms as: frequency of urination; dribbling after 
urination; distorted and smaller stream; gleety dis 
charge from the meatus and shreds in the urine; 
retention of urine; impotence with feeble erection or 
premature ejaculation. Pain in the urethra is an 
inconstant symptom. 

He advocates the use of the flexible bulbous 
bougie in making a diagnosis, on the ground that 
a sound, passing through a stricture, gradually 
dilates it, and if it will go into the bladder passes 
through without giving any perception of being 
arrested; whereas, the flexible bulbous bougie on 
being withdrawn from the bladder catches and gives 
the sensation of being caught against a fiddle 
string. 

In the treatment of soft and recent strictures, 
steel sounds and dilators are used. Sounds should 
not be passed oftener than once in five days, and 
when the stricture has been dilated to the full size 
of the sound, dilators should be substituted, being 
used once a week and followed by an irrigation of 
nitrate of silver. ‘The author urges care in the use of 
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these instruments, as otherwise much damage may 
be done. 

The matter of very tight strictures is then taken 
up and methods for their treatment discussed; 
namely, gradual dilatation with tunneled sounds 
(used with the whalebone guide to avoid making a 
false passage) up to a point where other sounds can 
be used, and substitute dilators, or, in cases of very 
dense, tortuous stricture, immediate operation by 
external or internal urethrotomy. — F. R. O’Nrm. 


Mark, E. G., and McCarthy, H. E.: A Case of 
Varices of the Male Urethra. J. Am. M. Ass., 
1915, Ixv, 2163. 

The authors report the following case, which is of 
interest because of its rarity. 

The patient, a male, aged 46, with negative past 
history, while lifting a heavy box onto a train felt 
sudden pain in the region of the urinary bladder, 
followed by a desire to urinate. He voided urine, 
but as the act was performed in the dark, he does 
not know whether any blood was passed. A few 
minutes later he noticed his clothing in the neighbor- 
hood of the genitals was damp, and on investigation 
found it quite bloody. He urinated five or six times 
during the night following without pain; he noticed 
clotted blood at first followed by clear urine and 
then pure blood. The hemorrhage from the 
urethra continued. 

At examination his hemoglobin was found to be 
7o. General examination revealed nothing of 
note. Clots were present at the external meatus 
and stripping of the urethra provoked active bleed- 
ing. A dose of 10 ccm. of normal horse serum was 
given. Cystoscopy revealed negative bladder and 
posterior urethra. However, urethroscopy in the 
region of the penoscrotal juncture on the roof of 
the urethra disclosed a peculiar appearance. An 
irregular, soft mass of a reddish-black color was seen 
projecting into the canal as a distinct tumor. On 
close examination it was seen to be a small tear in 
the mucosa. ‘The point of rupture was the seat of 
the haemorrhage. The authors conclude that this 
was a case of venous angioma. H. W. I. WALTHER. 
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Whiteford, C. H.: A Case of Failure of Union Be- 
tween the Vas Deferens and the Testis. Edinb. 
M.J., 1915, XV, 422. 

The case is briefly reported as follows: The pa- 
tient, aged 23, was admitted for operation for right 
inguinal hernia, present since birth. The right 
testis was undescended. The left testis was normal. 
At operation the right testis was found high up in the 
canal. It was one-half the size of its fellow and well 
formed except that the epididymis was ill-developed 
and had a well-marked mesentery. High up be- 
hind, and adherent to, the posterior wall of the sac 
a vas of normal size was found emerging from the 
internal ring. The vas was coiled and tapered 
away to a small nodule which on section proved to 
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be the epididymis. ‘This nodule was adherent to the 
sac wall and had no connection with the testis. 
H. A. Fow er. 


Huber, F.: Prostatic Calculus. 
cli, 643. 

Six cases were met with by Jacobi in 40 autopsies, 
death resulting from various causes. Small renal 
calculi are very common in infancy (Holt). The 
calculi are found generally in the region of the papilla 
from which they migrate, their migration being 
attended with violent spasmodic pain, erections, 
dysuria, and even convulsions, with marked relief 
on urination. Impaction at one of the normal 
atomical constrictions, bulb, prescrotal, angle, 
meatis, is not uncommon (Dugan), at times leading 
to extravasation. The calculi are composed of 
oxalate of lime, uric acid and its salts, phosphates, 
rarely cystin, xanthin, and indigo. 

The author reports the case of a boy of five with 
frequent and imperative urination. Later com- 
plaint was made of severe pains referred to the 
head of the penis, with more distress on micturition. 
No symptoms of infection were evident except a 
few pus-cells in an otherwise normal urine. A con- 
dition of incontinence from overdistention ensued, 
which was somewhat relieved by the patient as- 
suming the Trendelenburg position. The presence 
of stone was determined by a Little searcher. Radi- 
ography demonstrated a single shadow in the region 
of the prostate. ‘The stone was removed by perineal 
lithotomy with retention catheter for a few days. 
Recovery was uneventful. The calculus measured 
i83x1tx18 mm. and was composed of cystin. 
Eight months later another attack of acute retention 
occurred which was relieved by use of the catheter. 
The urine showed albumin and pus, and a searcher 
located a second stone in the region of the prostate. 
This was removed by external urethrotomy and 
resembled the first. This stone was not revealed 
by previous radiography although the right kidney | 
was tender on examination. 

Studies in cystin metabolism are unsatisfactory. 
It is held to be some perverted protein metabolism, 
and cystinuria seems to display no symptoms but 
calculi. Cystinuria is uncommon, 4 cases occurring 
in 3,500 urine examinations, one with symptoms of 
calculi (Sondern), and only 170 cases of calculi as 
yet reported (Neumann). Brickner recommends 
for the differentation of prostatic and renal calculi, 
radiography in the prone and Trendelenburg posi- 
tion to determine whether the resulting shadows are 
in fixed relationship with other fixed parts or not, 
a bladder calculus in this region being movable; 
also absence of local symptoms of infection over a 
long period of time, as is the case with purulent 
prostatitis. L. L. TEN Broeck. 


N.Y. MJ. 208s, 


Joly, J. S.: Prostatic Obstruction and Its Sequelz. 
Practitioner, Lond., 1915, xcv, 765. 

The author reviews in detail the course of a hypo- 

thetical uncomplicated case of prostatic obstruc- 
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tion and shows how it becomes altered by the advent 
of complications. 

He advises operation as soon as definite signs of 
prostatic obstruction are discovered. Operation 
is not an alternative to catheterization; it is a cure 
of the condition, and therefore should never be de- 
layed. Catheter life is a makeshift, and a dan- 
gerous one at that. Prostatectomy is the only 
certain cure. The indications for operation may 
be summed up briefly — every case of obstruction 
due to the senile enlarged prostate should be op- 
erated upon. He makes the following suggestions: 

1. All patients with two. or more ounces of re- 
sidual urine should be operated upon. 

2. Patients with less than two ounces of residual 
urine should be operated on if (1) the other signs of 
prostatic obstruction are marked, or (2) if there 
have been attacks of retention. ‘These suggestions 
presuppose that the diagnosis of the prostatic con- 
dition has been made without any possibility of 
doubt. The mortality after prostatectomy is about 
7 per cent, and over 60 per cent of this is due to 
delay. The contra-indications to this operation 
are not so numerous as might be expected at first 
sight, for many of the so-called contra-indications 
have little or no weight. Louis Gross. 


Fullerton, A:. Some Points in Diagnosis and Treat- 
ment of Enlarged Prostate. Med. Press & Circ., 
IQ15, C, 254. 

The author describes the position and relations of 
the gland and emphasizes the relations of venous 
plexi. He also emphasizes the division made by 
ejaculatory ducts which mark off an upper and 
lower portion and that enlargement is quite predom- 
inantly above these structures. This relationship 
is also of importance in that injury predisposes to 
epididymitis as a sequela of operation. Enlarge- 
ment therefore is generally upward displacing of 
the ejaculatory ducts raising the floor of the blad- 
der, and frequently the gland insinuates itself 
between fibers of sphincter muscle which leave 
their mark on the enlarged gland. There is, there- 
fore, an elongated prostatic urethra with alterations 
in cross section and the normal angulation of its 
upper and lower portions necessitating the com- 
mon curved prostatic catheters. 

Three types of enlarged prostate are met with: 
(1) Adenomatous, the most common, in which 
enucleation frequently consists in merely shelling 
out adenoma, the gland having been compressed 
into the form of a sheath for the same. (2) Fibrous, 
in which the gland is small, but irregularities in its 
outlines frequently present marked urinary ob- 
structions. This type is removed with difliculty 
and generally with injury to contiguous parts. 
(3) Carcinomatous, which according to Young is 
the case with one out of five; according to other 
authors one out of seven or ten. 

As to etiology some of the most common factors 
are family predisposition, senility (rare under fifty 
years); the influence of city life (where it is twice as 
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frequent as in the country) (alcohol and sedentary 
life); marriage (80 per cent being married men). 
There is no connection with arteriosclerosis or 
gonorrhoea. One-third of those examined in routine 
are thus afflicted and in only one-half of these are 
symptoms present (Wilson and Magrath). Cystos- 
copy reveals the enlarged lobes and altered neck of 
the bladder or perhaps the changes in the bladder 

yall due to obstruction (trabeculx, diverticulum). 
Dilatation of the ureteral orifices, not uncommon at 
autopsy, is rarely observed at cystoscopy. Kidneys 
show interstitial changes commonly provoked by in- 
crease of back pressure and later the usual changes 
of purulent conditions. 

The first symptom is frequent micturition, espe- 
cially at night. Soon one notices a hesitancy. Ex 
posure, the use of alcohol, or prolonged sitting, as 
in a car, are apt to produce a more or less acute 
exacerbation of these symptoms. Acute retention 
frequently occurs and is manifest by incontinence. 
Soon the characteristic urinous odor develops. 
Hemorrhage, hemorrhoids, and hernia from over 
strain may develop. Signs of sepsis are late and 
have serious manifestations. Residual urine is 
found after catheterization. Retention may give 
rise to bowel symptoms resembling tenesmus and 
suggesting carcinoma of the bowel. 

L. L. TEN Broeck. 


Descuns, M.: A Case of Sarcoma of the Prostate. 
Am. J. Urol., 1915, xi, 373- 

The author reports the case of a boy, 14 years 
old, who had been well up to June last, but noticed 
at that time that micturition became more fre 
quent. Thissymptom continued and even increased 
in severity until one day after a long bicycle ride 
the patient could not urinate. This was August 15, 
and a physician who was summoned had consider- 
able difficulty in passing a soft catheter. On the 
day following, this operation had to be repeated. 
Up to this time the urine had been clear and an 
analysis done on several occasions had always been 
negative. Later, however, the urine, by catheter, 
was seen to be cloudy and purulent. 

When Descuns first saw the patient in October he 
was pale and thin and walked with considerable 
difficulty. When lying on his back and the ab- 
domen freely exposed to view, by palpation a 
tumor could be discerned occupying the hypogastric 
region up to the umbilicus. It gave the impression 
of a distended bladder. A catheter was passed and 
600 gr. of distinctly purulent urine was withdrawn. 
The hypogastric tumor was found to have subsided 
to a certain extent, but had not completely dis- 
appeared. It reached the middle of the pubic- 
umbilical space and was particularly perceptible on 
the left side where it seemed to encroach upon the 
iliac fossa. It appeared to be quite hard, regular 
in outline with a. smooth surface, and painless. 

Hydatid cyst of the small pelvis was suspected and 
October 6, a laparotomy was done and the upper 
pole of the tumor revealed. ‘The surface of the 
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growth appeared fibrous, regular, and hard, and be- 
lieving that the diagnosis was correct a trocar was 
thrust into the growth, but as no fluid came away 
the instrument was withdrawn and another puncture 
made — with the same result. It now appeared 
that the tumor developed from the walls of the small 
pelvis or the prostate. The capsule of the tumor 
was incised and yellowish tissue distinctly lipoma- 
tous disclosed, which, with the finger, could be 
easily detached from its capsule. Enucleation was 
carried out, difficulty being encountered only when 
the bottom of Douglas’ cul-de-sac was reached. A 
large drain was introduced and the cavity of the 
tumor packed with gauze. The operation lasted 
only 45 minutes. Two-hundred grams of salt 
solution was given during the day. The evening 
temperature was 37.2° C., pulse 90. The patient 
died on the night of the fourth day, apparently from 
shock. 

Microscopical section of the tumor showed that it 
was a large round cell myxosarcoma. 

Descuns’ conclusions are: (1) Sarcoma of the 
prostate is an infrequent disease and usually occurs 
in young people; (2) it makes itself manifest by an 
attack of retention of urine and by disturbances in 
defecation. (3) The prostate presents hypertrophy 
and varies in consistency. (4) Prostatic carcinoma 
should not be mistaken for sarcoma of the bladder, 
hydatid cyst of the pelvis, abscess of the perineum, 
and above all for hypertrophy or cancer of the 
prostate. (5) In children the treatment should be 
purely symptomatic. In adults, if seen early, 
prostatectomy should be attempted. 

Hf. W. E. WALTHER. 


Cunningham, J. H., Jr.: Cysts of the Prostate. 
Surg., Gynec. & Obst., 1915, xxi, 609. 

Cysts of the prostate are rare, and are of three 
classes: (1) retention cysts, dependent upon ob- 
struction of the prostate ducts with retention of 
secretions; (2) cystic dilatation of the remnant of 
Mueller’s duct, which is the homologue of the 
vesicula prostatica or sinus pocularis; and (3) 
echinococcus cysts. 

The first class, retention cysts, is the most com- 
mon, and the cysts are probably congenital in origin, 
they having been observed in the newborn. There 
are but 16 recorded cases. The cysts have been 
observed to vary in size from that of a pea to that 
of a large grape. They usually project into the 
prostatic urethra, being covered by a thin layer of 
mucous membrane; but less commonly they project 
into the bladder near the vesicle sphincter, and have 
only been recognized ante-mortem in 4 cases. 

The second class, cystic dilatation of the sinus 
pocularis, is the rarest form of prostatic cysts, but 
6 cases being recorded. The case reported by the 
author is the largest cyst on record; it was the size 
of a lemon. But one case was diagnosed prior to 
operation, one at the time of operation, and the 
remaining cases were post-mortem observations. 

The third class, echinococcus cysts, may or may 
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not be primary in the prostate, there being much 
debate upon the point. As such cysts involving the 
prostate have in most instances been associated 
with similar cysts elsewhere in the body, the weight 
of evidence seems to favor the view that the prostate 
is secondarily involved from such cysts located in 
the pouch of Douglas. 

Subjectively, the symptoms are those of prostatic 
obstruction or of sexual disturbances associated 
with the ejaculating of semen. Objectively, the 
prostate is found enlarged by rectal examination 
and there is an associated residual urine. 

The diagnosis must. depend chiefly upon the 
urethroscopic and cystoscopic findings. 

The treatment of retention cysts is best con- 
ducted through the urethroscope when in the 
urethra; and by the suprapubic route when in the 
bladder. Cysts of the sinus pocularis should be 
attached through the perineum when large and 
through the ureteroscope if small. Echinococcus 
cysts involving the prostate and producing the 
symptom of prostatism have been successfully 
dealt with by the perineal and suprapubic approach, 
either destroying the cysts by excision and drain- 
age, with, or without, the removal of the prostate. 

The original article gives a summary of all the 
recorded cases and a complete bibliography. 


Lowsley, O. S.: The Prostate Gland in Old Age. 
Ann. Surg., Phila. +» 1915, lxii, 716. 

Lowsley, in a voluminous article, admirably de- 
scribes the anatomic evolution of the prostate from 
embryo to old age. Of the aged, his observations 
cover 71 specimens from patients varying from 
62 to 79 years of age. This observation includes 
gross specimens, and complete serial sections of the 
entire organ as well as sections of the sphincter and 
trigonum vesice. 

Embryologically the prostate is divided into five 
independent groups of tubules which begin de- 
velopment about the twelfth week intra-utero. 
The old nomenclature (anterior, middle, posterior, 
and two lateral) is given. The posterior lobe arises 
independently from twelve tubules from the floor 
of the prostatic urethra below the ejaculatory duct 
orifices. Should the middle lobe tubules be absent 
an ingrowth of the lateral lobe tubules occurs. 
The anterior lobe is large at the sixteenth intra- 
uterine week and quite small at birth. Seminal 
vesicles appear (thirteenth week) as lateral buds 
from the vas deferens. The growth of the ejacula- 
tory ducts push up the mucosa making the verumon- 
tanum, the utricle extending to the base of the 
prostate till after the fifth month. The early 
embryonic peritoneal covering posteriorally over 
the seminal vesicles and prostate to its apex is 
shown pinched off, thus forming the fascia of 
Denonvilliers. 

The prostate while cylindrical in embryo becomes 
a truncated cone in the adult, its length always 
being greater than its thickness and less than its 
width. At the twenty-fifth year full development 
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occurs. 
regarding scanty glandular elements at eighteen 


Lowsley differs from Cuthbert Wallace 


years. In his opinion the increase is rather gradual 
from birth until puberty at which time the increase 
is tremendous. During the fifth and sixth decades 
hypertrophy is the most likely to occur. Thirty 
per cent of males over sixty years of age show 
adenomatous enlargement. 

Cross-section of the prostate shows that the gland 
is composed of concentric layers of tissue, the central 
area containing the urethra, ejaculatory ducts, 
veru, and utricle. In the next layer the muscle- 
fibers are found, especially around the ducts where 
two layers occur. The outermost or cortical layer 
contains practically all of the posterior and lateral 
lobe tubules; the middle and anterior lobe tubules 
coming from the deeper lamina. Islands of lym- 
phoid tissue occur in the prostate following puberty. 

He substantiates Versari’s claim that the sphinc- 
ter vesice is a structure by itself, developing in- 
dependently. The only non-capsulated portion of 
the gland occurs at the base for ejaculatory duct 
passage. The breech necessitates an extra con- 
nective tissue and muscular covering for the middle 
lobe tubules. The posterior lobe, which is the por- 
tion of gland felt per rectum, is described as fairly 
well separated, being divided off by a thick con- 
nective-tissue partition, its roof acting as a floor for 
the ejaculatory ducts. By severing the verumonta- 
num connection from the ducts, he contends that it 
is then possible to enucleate without disturbing the 
ejaculatory ducts. ‘ 

In quoting older writers’ descriptions of the pros- 
tate, Ruedinger says that “no other viscus in- 
closes within itself so great a number of muscular 
fibers in such a limited area.” 

The tubular condition of a seventy-six year old 
prostate he compares favorably with a normal one 
with the exception of atrophic changes, while the 
glandular change, in the majority, is hypertrophic. 

On account of a valvelike lappet of tissue that 
prevents urine contamination possibilities, Lowsley 
thinks that none but pathologic or contaminated 
openings of the prostatic ducts are seen with cysto- 
urethroscopy. A count in 12 cases, following the 
various tubules out, gave an average of 58 prostatic 
duct openings. . 

He sustains himself from his investigations in 
447 cases in the opinion that the middle lobe of the 
prostate is not a glandular outgrowth from the 
lateral lobes, by quoting Griffith, Tandler, and 
Zuckerkandl. 

Under the head of “accessory organs,” Delbert 
is quoted as declaring that the trigonum vesice 
is an appendage of the ureteral walls. Its super- 
position is claimed by Lieuland and its dissection 
entirely free from the bladder wall done by Mall. 

The claim is made that 25 per cent of all cases 
over thirty years of age have hypertrophy of Al- 
barran’s glandular group. This enlargement is 
frequently confounded with middle-lobe enlarge- 
ment, which condition, however, is extremely rare. 
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The completeness of the seminal vesicle fascia is 
referred to as a protection from carcinoma. En- 
largement occurs in 32 per cent of males over twenty 
years old, the right enlarging three times as often 
as the left. 

The valvelike openings of the ejaculatory ducts, 
when infected, gap open thus inviting duct infection, 
vesiculitis, vasitis, and epididymitis. In no in- 
stance did the ejaculatory ducts open into the 
utricle but always into the lateral walls of the 
verumontanum. A case is cited where hypertrophic 
tissue bands from the verumontanum produced 
urethral block. 

Twelve small tubules, sparingly muscularized, 
surrounding the urethra at the apex and extending 
down to the membranous urethra, are designated 
the apex group. 

The venous circulation of the prostate is given as 
the most extensive anteriorly and laterally where 
the plexus of Santorini is formed from the dorsalis 
penis vein. The plexus is intercommunicating with 
veins from the seminal vesicles, bladder, and rectum. 
Phleboliths frequently occupy these veins. The 
lymphatics surround the glandular acini, then pass 
out to a plexus beneath the capsule, here collecting 
tubules occur, especially from the post-glandular 
region. Communication is then made to the in- 
ternal and external iliac, lateral sacral glands, and 
to a gland on the internal pudic. CC. E. BARNETr. 


Whiteside, G. S.: Prostatectomy Mistakes and 
Failures. J. Am. M. Ass., 1915, lxv, 1163. 

The author compiles from a questionnaire and 
from his own work a number of conclusions based on 
a total of 1,423 cases of prostatectomy. 

In the way of faulty diagnosis, stricture, spinal 
neuroses, kidney lesions, and many other conditions 
have been overlooked in the examinations. Cancer 
is inevitably not diagnosed at times even by most 
careful men. 

In the series there were 14 cases of rectal fistula 
and 24 of post-operative incontinence —all in 
perineal operations. 

Two cases of fatal hemorrhage occurred from the 
passage of a rectal tube the day following suprapubic 
enucleation. 

Vesical diverticula (unrecognized) were responsi- 
ble for residual urine following the operation in 
several cases. 

Whiteside quotes a number of individual opinions 
as to unusual complications. He argues for de- 
liberation in the preparation of these cases. Many 
will survive such operations who would die if 
hurried into the operating room with little prelim- 
inary treatment. FRED R. CHARLTON. 


Barnett, C. E.: When Is a Prostatic Fit for Opera- 
tive Procedure? Urol. & Cutan. Rev., 1915, xix, 
673. 

The author emphasizes the importance of prep- 
aration before prostatectomy. He reports a case 
of a patient who died after suprapubic cystotomy. 
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He reviews the ordinary findings in prostatics when 
they first enter the hospital for treatment, and 
describes his methods for relieving the conditions 
which are not normal. He believes that prostatec- 
tomy is a much more serious operation than is 
usually supposed and should be done by surgeons 
who recognize the importance of pre-operative treat- 
ment. In one of his patients with acute retention 
that could not be catheterized, suprapubic cystot- 
omy was done under general anesthesia and a 
suprapubic drainage tube put in place. The pa- 
tient’s chances for recovery were apparently good, 
but he died on the third day from so-called uramia, 
but the author thinks it may have been the effects 
of the general anesthetic, coupled with the absorp- 
tion of the toxic material from the floor of the 
bladder due to relaxation from sudden emptying of 
the bladder. Since this experience the author has 
always used a local anesthetic for suprapubic 
cystotomies. He believes that if this patient had 
had preliminary treatment he would not have died. 
The usual findings of the prostatic, on entering the 
hospital, in the author’s experience, aside from the 
hypertrophy, are: 

1. Residual urine—4 to 60 ounces— which is 
usually markedly acid or alkaline and of low specific 
gravity (1010 to 1014). 

2. Kidney functional test low — 10 to 30 per cent 
phthalein. 

3. Scanty secretion — 20 ounces. 

4. Polyuria — 60 to too ounces. 

5. Colitis with gas distention of the bowels. 

6. Constipation or diarrhoea. 

Arteriosclerosis may or may not be present with 
pulmonary oedema because of kidney-block. ‘The 
author believes this pathology must be overcome, 
first by drainage of the bladder, preferably by the 
suprapubic method. After this the lesser of the 
body faults may be corrected according to their 
findings. The author’s method for relieving acido- 
sis and alkalinity of the urine are given. He be- 
lieves that infection is rather an advantage than a 
disadvantage; most patients with stones that al- 
ready have infection are immunized and seem to 
recover without complications. 

In carrying out pre-operative treatment Barnett 
thinks that a special nurse is absolutely necessary. 
A patient is not fit for prostatectomy, in his opinion, 
when the specific gravity is below 1o16 and the 
functional test is low (when phthalein is below 50 
per cent and when the second hour percentage 
exceeds the first hour), when marked acidity or 
alkalinity is present, and when scanty urine or poly- 
uria is present or immediately follows the with- 
drawal of residual urine, or follows suprapubic 
cystotomy for retention, or during gas distention of 
the bowels. 

When the maximum benefit is derived from this 
pre-operative treatment, if the patient is still below 
par the question of an anesthetic should be con- 
sidered. The author thinks that the less fit the 
patient the less general anesthetic should be used. 
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Local anesthesia should be used when possible. He 
thinks that the general practitioner who is most in- 
terested in the patient should investigate the results 
of the simple tests noted above and he thinks that 
the surgeon should have a great deal more satisfac- 
tion from helping a bad case through the danger zone 
by careful pre-operative treatment than in success- 
fully operating upon a great many patients who 
recover because they were in good condition when 
first seeking relief. G. J. Tuomas. 


Robitshek, E. C.: Prostatectomy, with Special 
Reference to Preliminary and Post-operative 
Treatment. J.-Lancet, 1915, xxxv, 034. 

The author states that at the present time the 
operation of prostatectomy is accompanied by a 
very low mortality. One of the chief reasons for 
this reduction in mortality is careful, thoughtful, 
preliminary treatment. He recommends that a 
24-hour specimen of urine be obtained, that kidney 
functional tests be performed, and that preliminary 
intermittent catheterization, or even a retained 
catheter with forcing of fluids, be instituted for 
several days previous to the operation. If it is 
impossible to pass a catheter, a suprapubic cystot- 
omy under local anesthesia had better be per- 
formed and the removing of the prostate put off for 
a week or so. 

The author states that the suprapubic operation 
is one of choice with the majority of surgeons. 

He also states that the anesthetic is a very im- 
portant factor in the mortality and he gives nitrous 
oxide gas the preference. 

Hemorrhage is an important factor in the mor- 
tality and this should be combated by keeping well 
within the capsule while enucleating the gland. 
Salt solution in the rectum and under the skin is 
also useful in hemorrhage cases. The drainage 
tube should be of large caliber with lateral openings. 

V. D. LESPINASSE. 


Harry, C. R.: Which Is the Preferable Operation, 
Perineal or Suprapubic Prostatectomy? Calif. 
St. M. J., 1915, xxi, 481. 

In deciding whether to use the perineal or supra- 
pubic route for his prostatectomies, Harry depends 
entirely on the pathological conditions present. 

He prefers the suprapubic route in those cases 
where the prostate grows to a large size; where the 
bladder is dilated; and where it is impossible, 
through a perineal incision, with a retractor in the 
bladder, to reach high enough to enucleate the 
lateral lobes; and in cases of ‘‘ball-valve’”’ outgrowth 
or pedunculated median lobe. 

He prefers the perineal route in cases where there 
is merely a fibrous enlargement of the middle lobe, 
raising the inlet of the bladder or a ring of fibrous 
tissue — Goodfellow’s so-called ‘doughnut hyper- 
trophy.” 

He makes a general rule that if the glandular tis- 
sue predominates, the mass will be apt to encroach 
into the bladder, and it will be easier to operate 
from above; while if the fibrous tissue is in excess 
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it will be much easier to enucleate from below 
through the perineum. 

In the suprapubic operation, there is less injury 
to the neck of the bladder, and less liability to com- 
plications, as incontinence, sepsis, orchitis, or perma- 
nent fistula; the end-results are more favorable but 
the mortality is larger than with the perineal opera- 
tion. Louris Gross. 


Mills, H. W.: Suprapubic Prostatectomy. Jnterst. 


M.J., 1915, xxii, 923. 

Mills closely follows Freyer of London in his 
technique of suprapubic prostatectomy, using a 
chloroform anesthesia, usually not longer than five 
minutes and at no time to the point of complete 
anesthesia. Before administration of chloroform 
is begun the bladder is opened under local anes- 
thesia. During the actual enucleation of the 
prostate the finger of an assistant is placed in the 
rectum. The bladder wall covering the prostate is 
incised by means of a straight, blunt-pointed ser- 
rated-edged scissors — immediately backward from 
the internal meatus. Mills then places the gloved 
index-finger of the right hand in the rectum and 
with the left hand in the bladder searches for a 
line of cleavage. If this is readily found the op- 
eration is soon over and if not the operation will 
take longer. The line of the cleavage readily de- 
termined the prostate is rapidly shelled out, tearing 
through the prostatic urethra at its junction with 
the membranous portion. After the removal of the 
prostate, Mills irrigates the bladder with undiluted 
HO. followed by hot normal saline solution. 
His after-treatment is the same as that usually 
carried out by most operators. 

Mills’ reasons for selecting suprapubic prostatec- 
tomy as the best operation are as follows: 

1. It is much quicker than the perineal opera- 
tion, and consequently requires less chloroform. 

2. It is much easier than the perineal operation, 
especially when a large middle lobe is the cause of 
the trouble. 

3. Large calculi can be more readily removed and 
encysted calculi more easily dealt with by this route. 

4. There is no danger of wounding the rectum in 
this operation and much less danger of a_post- 
operative fistula persisting. 

5. It is a far less severe operation. Old men of 
eighty or ninety do not stand well a long, bloody, 
cutting operation. 

6. Incontinence never obtains after this operation 
and the potentia coeundi is better preserved after 
this than after the perineal operation, in fact it 
frequently returns after it has been lost. 

J. S. EtsenstTAepr. 


MISCELLANEOUS 


Stewart, W. H.: The Latest Methods of Examining 
the Genito-Urinary Tract with the Roentgen 
Ray. Am. J. Surg., 1915, xxix, 404. 

_ One of the most important factors in radiography 

is the preparation of the patient, with especial view 
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to ridding the intestine of gas. It is always well 
to cover both sides completely, as it is a well-known 
fact that clinical symptoms frequently occur on 
the side opposite to the one where the calculus is 
found. Stereoscopic pictures should always be 
taken to corroborate a suspicious finding on a flat 
plate. The author also suggests the passage of 
opaque catheters and opaque fluid, under visual 
control by the fluoroscope. 

Should surgical operation be contemplated it is 
always well to have roentgenological examination 
made within twenty-four hours of operation, as 
the stone may have shifted its position. 

H. W. PLAGGEMEYER, 
Hinman, F.: Urinary Antisepsis. J. Am. M. Ass., 
1915, Ixv, 1769. 

After careful laboratory study of a large series of 
substances used in antiseptic treatment of the 
urinary tract, Hinman concludes that an ideal urinary 
antiseptic has not been found and that such a one 
for external disinfection, bladder irrigation, or 
instillation must have a germicidal power that will 
kill the invading micro-organisms in the limit of 
time of exposure, that it must be of stable chemical 
structure and penetrating in action but neither 
toxic nor irritating to the mucous surfaces. He 
further states that no ideal internal antiseptic is 
known. Hexamethylenamine is the most effective 
in the largest number of cases. Its greatest use is 
in bladder prophylaxis. Methylene blue in dilution 
of 1:150,000 will inhibit the growth of staphylococci; 
it is diffusible and practically non-toxic. The 
absence of a deep blue urine indicates imperfect 
antisepsis. The value is chiefly in renal and bladder 
affections due to staphylococcus, but in pure 
urethritis of any type it is valueless. The value of 
other internal urinary antiseptics, such as _ salol- 
sandalwood oil, salicylic, boric, and benzoic acids, 
is very limited. Relief from urinary irritation is 
more often better secured by the use of sodium 
bicarbonate. J. S. EISENSTAEDT. 


Wollheim, J. L.: 
Diseases. 


Backache in Genito-Urinary 
Am. J. Surg., 1915, xxix, 406. 


Both organic and functional diseases may cause 
pain in the back. In genito-urinary affections back- 
ache is a frequent symptom, the kidney condition 
being more frequently responsible than any other 
part of the tract. The frequency of backache may 
be said to diminish as we descend the tract. 

It is always well in obscure cases to consider fully 
the possibility of masturbation, the practice of 
conjugal organism, or coitus interruptus with its 
reflex action from the spermatic to the renal plexus. 

Neurasthenia accompanying any genito-urinary 
condition will nearly always bring a complaint of 
backache, and attempts at intercourse in a case of 
ejaculatio pracox may produce the most violent 
backache for twenty-four hours. 

With pain in the back as subjective evidence, 
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and with cystoscopy, ureteral catheterization, kid- 
ney function tests, pyelography, wax-tipped ureteral 
catheters, and X-ray pictures to provide objective 
evidence a diagnosis can usually be reached readily. 
H. W. PLAGGEMEYER. 


Bremerman, L. W.: Effects of Trauma upon the 
Urogenital Tract. Urol. & Cutan. Rev., 1915, 
xix, 601. 


The kidney, bladder, and urethra are the portions 
of the urogenital tract most frequently involved. 

Renal trauma results from violence within or 
without, the latter in the form of puncture wounds, 
as by a bullet or a sharp instrument or from indirect 
violence. 

Hemorrhage and shock are the serious elements 
to be considered. Subparietal injuries, due to 
indirect violence, are more difficult of diagnosis. 
Thorough physical examination, cystoscopy, and 
ureteral catheterization should be made if hematuria 
exists to decide which kidney is injured. The 
author cites a case with external evidence of injury 
over the left lumbar region in which the right kidney 
was the injured one. Expectant treatment is 
indicated in this class of cases, but it is unwise to 
wait too long. The author favors early exploratory 
operation where there is a history of injury and the 
presence of hematuria, prostration, and shock. 

Statistics show a mortality of more than 85 per 
cent where expectant treatment is practiced and 
operation performed late. The mortality is reduced 
below 30 per cent where immediate exposure of 
the kidney is made as a routine measure. 

Of the author’s five cases of subparietal injury of 
the kidney in only one was the injury so slight that 
the patient would have recovered without operation. 
Three required nephrectomy, and one the suturing 
of a tear. These cases recovered. The last, a 
rupture of the kidney with severe shock, died before 
operation could be completed. 

Internal injuries of the kidney occur in the most 
part where the renal pelves have been dilated for 
the purpose of pyelography, the fluid leaking into 
the kidney structure and producing grave con- 
sequences. 

The author has had a wide experience in pyelog- 
raphy and renal lavage and recommends as a pre- 
cautionary measure that not more than 5 ccm. be 
put into the kidney, and this slowly and carefully. 
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The ureter may occasionally be injured by unskillful 
catheterization, the ureter being punctured or torn. 

Injuries of the bladder are relatively frequent and 
are commonly due to crushing injuries, with or 
without fracture of the pelvis, resulting in rupture 
or puncture of the bladder. These cases require 
immediate operation for repair of the injury and 
drainage of the bladder. 

Delays are dangerous, as extravasation of urine 
into the tissues, followed by sepsis, is likely to 
result. 

Internal injuries of the urethra are usually the 
result of unskilled instrumentation or overzealous 
attempts to relieve retention, resulting in false 
passages or tears in the urethra which may be 
followed by extravasation or stricture. 

Retention can usually be relieved by easy meth- 
ods. Forcible introduction of a metal instrument 
should not be resorted to. A filiform, or ureteral 
catheter, passed through a stricture will often 
empty the bladder drop by drop. If urethral 
instruments fail, suprapubic puncture may be 
easily and safely done. 

External injuries affecting the urethra are of 
frequent occurrence and are usually due to falling 
astride some object, or to kicks or blows on the 
perineum. ‘The injury to the urethra may be a 
puncture, tear, contusion, or complete rupture. 
Repair of the urethra at once by perineal or com- 
bined perineal and suprapubic operation produces 
better results than simple drainage and attempts 
to repair the urethra later. 

The author emphasizes the following points per- 
taining to injuries of the urinary tract: 

1. All injuries of the urinary tract are grave and 
may prove fatal. 

2. Early diagnosis is essential. 

3. Expectant treatment is not always best unless 
the surgeon is ready to operate at a moment’s 
notice. Delays are frequently dangerous. 

4. All external, and most internal, injuries of 
the urethra should be given immediate treatment. 

3. Urinary extravasation is a very grave com- 
plication and is an indication for immediate opera- 
tion to divert the urine from the tissues. 

6. Shock and prostration are usually due to 
hemorrhage and it is often necessary to operate 
in the presence of shock in the hope of securing 
favorable results. H. G. Hamer. 
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SURGERY OF THE EYE AND EAR 


EYE 


Stark, H. H.: Sudden Blindness Due to Suppura- 
tion of the Accessory Nasal Sinuses. J. Am. 
M. Ass., 1915, lxv, 1513. 

Another report of cases of eye complications of 
sinus diseases, and a review of the literature with a 
tabulation of symptoms in the order of their re- 
ported frequency, has been made by the author. 
Of 88 cases reviewed the optic nerve was involved 
in 52. Variations in the pupil occurred as one of 
the earliest symptoms. Exophthalmos occurred 
in rr and involvement of the extrinsic muscles in 11. 
Central scotoma was the most definite and the one 
on which the author believes most reliance can be 
placed. Enlargement of the blind spot was men- 
tioned. Earte B. Fow.er. 


Ormond, A. W.: Iritis. Practitioner, Lond., 1915, 
xcv, 460. 

The author discusses the subject in detail. As to 
the symptoms, differential points between iritis, 
conjunctivitis, and glaucoma are mentioned and 
the differential points of the various forms of iritis 
given. 

As regards etiology, the author says there is no 
such thing as a rheumatic and gouty iritis, and that 
iritis is always secondary to some general or focal 
infection in the body. Seventy-five per cent of 
cases are venereal in origin and only 25 per cent are 
due to tuberculosis and other infective diseases. 

As regards treatment, the chief reliance rests 
upon a recognition of the cause and its treatment. 
The use of atropine and dionine locally is advisable. 
In intractable cases of tuberculous iritis, subcon- 
junctival injections of 1 ccm. of a one per cent solu- 
tion of guaiacol is useful. Orro M. Rott. 


Cary, E. H.: Malignant Tumors in and Around 
the Orbit, with Report of Starvation Method 
of Treatment. J. Am. M. Ass., 1915, lxv, 1540. 
Cary gives a brief history of ligation of the 
external carotid in attempting the starvation treat- 
ment of malignant growths and reports 19 cases in 
which it was used. His conclusions are: (1) that 
all branches of the external carotid must be tied; 
(2) that both sides may be operated upon without 
an interval of two weeks; (3) that sarcoma offers 
the best results, carcinoma being only retarded in 
growth; and (4) that results were better when 
the tumor was not disturbed. Earre B. Fow.er. 


Schreiber, L.: War Injuries of the Eye (Beur- 
teilung der Kriegsverletzungen des Sehorgans). 
Muenchen. med. Wehnschr., 1915, \xii, 1620. 

A careful examination should be made in every 
case where a patient complains of the slightest eye 


symptoms. Even where there is no external evi- 
dence of it a very small foreign body may be lodged 
in the eye and lead to trouble later. One of the 
most important points to determine is whether a 
wound js perforating. Decreased intra-ocular ten- 
sion shows that it is; but even in some cases of 
normal tension there is a very small perforating in- 
jury. If the eyeball is perforated a careful ex- 
amination must be made to see whether the foreign 
body is still in it. If there is hemorrhage into the 
anterior chamber or vitreous body, or if there is 
cataract, a roentgen examination is often the only 
means of discovering the body. If it is of iron or 
steel it can easily be extracted with the giant mag- 
net. The bodies are generally aseptic, so the prog- 
nosis is good, even if they remain in the eye for some 
days. ‘They endanger the function of the eye only 
if they remain for weeks or months. Through slow 
dissolution of the iron in the eye fluids siderosis of 
the eyeball may be caused, the symptoms of which 
are similar to those of retinitis pigmentosa. 

Copper and lead fragments are more dangerous 
for they very soon cause a dangerous aseptic sup- 
puration. If they are too small to be removed with 
forceps the only thing to do is to wait until they are 
increased in size by the formation of an exudate 
around them. Lead fragments may cause a thicken- 
ing and contraction of the vitreous body which 
may result in detachment of the retina. Lead 
fragments in the anterior chamber are relatively 
harmless. Fragments of stone do not have any 
chemical effect and may remain in the eye for years 
without doing any damage if non-infected. 

Sympathetic ophthalmia develops only when the 
wound is penetrating and is followed by chronic 
iridocyclitis. The latter generally develops eight 
to fourteen days after the injury, and is manifested 
by ciliary injection, photophobia, sensitiveness to 
pressure, and plastic exudate in the anterior cham- 
ber. If treatment with atropine, hot compresses, 
and energetic mercury inunctions does not bring 
about improvement in four weeks at the longest, 
operation should be performed; for from the fourth 
to the eighth week is the most dangerous time for the 
development of sympathetic ophthalmia, though it 
may occur after years of quiescence. In acute in- 
flammation there is little danger of sympathetic 
ophthalmia. The latest conception of sympathetic 
ophthalmia is that it is an anaphylactic phenomenon 
due to the absorption of slight amounts of uveal 
tissue that act as an antigen; therefore in severe in- 
juries of the eye, the eyeball should be immediately 
enucleated; that is, removed intact with its sclero- 
corneal capsule. This is often neglected when 
other severe injuries demand attention. Pros- 
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theses should be inserted about four weeks after the 
enucleation and gradually increased in size until a 
glass eye of normal size can be worn. If this is 
neglected early the soft tissues contract and a 
glass eye cannot be inserted. 

In skull injuries choked disk is often observed. 
Some surgeons think this is an unconditional in- 
dication for trephining, but Schreiber does not tre- 
phine for choked disk unless it is associated with 
defective vision; sometimes vision remains normal 
with high degrees of choked disk. A. Goss. 


Posey, W.C.: Some Unusual Changes in the Visual 
Fields; the Result of Vascular Lesions in the 
Brain and Optic Nerves. Arch. Opth., 1915, xliv, 
597. 

Seven cases from the author’s practice are re- 
ported and 27 cases from the literature are cited. 

The first case was that of a woman of 46 who, 
after a late dinner and exposure, had headache 
simulating migraine, with loss of the right upper 
temporal quadrants of the visual fields. Corrected 
vision was normal and the fundi showed only signs 
of vascular sclerosis. After disappearance of head 
pain loss in the field of vision persisted, due in all 
likelihood to definite changes in the visual cells 
of the left cuneus, in consequence of an interference 
with their function from intestinal toxemia, either 
from haemorrhage, by reason of the formation of a 
thrombus in the terminal artery supplying them, 
or as a result of prolonged spasm of the walls of 
the vessel. 

The second case was a right hemianopsia per- 
sisting after an attack of migraine, in which a small 
island of uninvolved field area in the extreme tem- 
poral periphery of the involved portion could be 
distinctly mapped out. 

The third case was that of a neurotic woman of 30 
in whom, during migrainous attacks, a positive 
scotoma, taking the form of a large blue eye the 
size of a bull’s eye, was seen in the dark area of the 
field of vision. This took various positions, never, 
however, involving the fixation point and it could 
be mapped out. Cases of similar character fol- 
lowing migraine are cited and Posey states that 
there is ample evidence in the literature that mi- 
graine may be the exciting cause of organic brain 
disease and that an area of softening may follow, 
which may manifest itself by a permanent paralysis, 
aphasia, or hemianopsia, and that while such lesions 
usually occur in individuals who are predisposed on 
account of vascular disease they may occur in young 
persons and even in some adults with healthy vessels. 

The fourth case was that of a woman of go, in 
whom vision of the left eye was lost from thrombosis 
of the central artery, and several years later, follow- 
ing right hemiplegia, she lost the temporal field of 
the right eye. 

The fifth case was unilateral optic atrophy and 
contralateral hemiplegia, consequent on occlusion 
of cerebral vessels, vision in the eye on the side of 
the paralysis being normal. 
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The sixth case was monolateral nasal hemianopsia 
of the left eye from pressure atrophy in consequence 
of atheroma of the opthalmic artery. 

The seventh case was right homonymous hemi- 
anopsia confined to the macular region, from block- 
ing of an end artery in or near the cortical center of 
the visual area. S. H. Howe. 


Hegner: Prognosis of Displacement of the Lens 
(Prognose der Linsenluxation). Deutsche med. 
Wcehnschr., t915, xli, 1502. 

From the examination of abundant clinical 
material it was found that the secondary injuries 
to the eye varied greatly in the different forms of 
displacement of the lens. Subluxation of the lens 
is particularly dangerous on account of frequent 
and generally severe secondary glaucoma. Among 
the 24 cases observed there was a secondary rise 
of intra-ocular pressure in 20 cases. In the ma- 
jority of cases the eyesight is lost. The results of 
extraction of the lens in these cases are very un- 
satisfactory. The prognosis is very much better 
in total luxation of the lens into the vitreous body. 
Among 21 cases that were under observation for 
several years there was rise of intra-ocular pressure 
in only two. 

A series of cases showed almost completely normal 
vision even after intervals of ten to twenty years; 
but displacement of the lens into the anterior 
chamber is very dangerous on account of the me- 
chanical and inflammatory injuries produced. Of 
17 cases 6 had secondary glaucoma. Here too the 
extraction of the lens is very dangerous; among 13 
operations there was entire loss of the eye in 5 
cases. Good results are unusual. Congenital 
luxation is benign with reference to secondary in- 
juries. Glaucoma was not observed in a single case. 
An increase in the displacement was seen only 
when there was also a defect in the suspensory 
ligament. A. Goss. 


EAR 


Fraser, J. S., and Logan, W. R.: Two Cases with 
Multiple Intracranial Complications of 
Chronic Suppurative Otitis Media; Recovery 
After Operation. Fdinb. M.J., 1915, xv, 350. 


The first case which is reported in detail was one 
of chronic middle-ear suppuration with extensive 
cholesteatoma formation, which had so greatly 
enlarged the mastoid antrum that the cortex was 
eroded and the cholesteatoma matrix exposed when 
the mastoid periosteum was retracted at operation. 
Functional examination before operation had shown 
that the labyrinth was healthy and that compression 
nystagmus (fistula symptom) was absent. The 
caloric reaction to cold syringing was present, with 
the head in the upright position, thus showing that 
the superior canal was functionating. A radical 
mastoid operation was performed, at which time 
an erosion of the right external canal was noted, 
and it was found that on applying cold lotion to the 
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inner wall of the middle ear there was, with the 
patient’s head in the lying position and the right 
ear uppermost, no conjugate deviation of the eyes 
to the opposite side. This showed that the right 
external canal was not functionating; i.e., that the 
circumscribed labyrinthitis following the fistula 
had blocked the endolymphatic space in the ex- 
ternal canal, but had not so far affected the superior 
canal. At the first dressing — five days after op- 
eration — it was found that the wound was sup- 
purating, but the ear still retained the hearing func- 
tion. About two days after operation the evening 
temperature reached 102 or 103° F.; the patient 
appeared flushed; and headache and vomiting de- 
veloped. The tongue however remained moist 
and clean — a condition never before met with by 
the author in a case of otitic venous infection. 
There were no rigors. One week later it was evi- 
dent that the labyrinth was destroyed — complete 
loss of hearing and of caloric reaction, and deviation 
in the pointing test. To obviate the onset of 
leptomeningitis Neumann’s labyrinth operation 
was performed, but in spite of this the temperature 
continued to rise in the evening to 104° F., and a 
blood culture showed a pure growth of streptococcus. 
Consequently, five days later a third operation was 
performed and the right sigmoid and anterior portion 
of the right lateral sinus was found to be throm- 
bosed. As there was no bleeding from the bulb 
end of the sigmoid sinus, the right internal jugular 
vein was ligatured. Evening fever continued, 
along with tenderness in the right suboccipital region. 
Two months after the third operation, pus was 
found welling up into the wound cavity from be- 
neath the inner end of the floor of the external 
meatus. A fourth operation was then performed 
the posterior operation on the jugular bulb — and 
pus was evacuated from the bulb itself and from the 
peribulbar tissues. By the end of three weeks the 
fever had disappeared and thereafter the patient 
made a good recovery. 

The second case was one of chronic suppurative 
otitis media with symptoms and signs of purulent 
leptomeningitis predominating at the time of ad- 
mission. Lumbar puncture confirmed this diagno 
sis and the radical mastoid operation was performed, 
at which time a large extradural perisinous abscess 
was drained. Repeated lumbar punctures showed 
rapid improvement in the condition of the cerebro- 
spinal fluid. Within a week the symptoms of 
leptomeningitis had almost entirely passed off and 
the cerebrospinal fluid had become clear. The 
author states that this may possibly have been due 
to a want of reaction on the part of the patient, 
caused by the presence of other intracranial com- 
plications. At the first operation, in view of the 
state of the vessel wall, the sigmoid sinus was 
opened just about the region of the upper knee, 
and was found to contain fluid blood. After the 
patient had been in the hospital one week, when 
the signs of meningitis were rapidly receding, symp- 
toms suggestive of cerebellar abscess on the diseased 





side became prominent, but in addition there were 
symptoms of an otitic venous infection, and an 
evening rise of temperature to 104° F. Suddenly 
the signs of the venous infection became still more 
prominent, and there was marked rigor. The 
second operation was then performed which re- 
vealed a thrombosis of the lower part of the sig- 
moid sinus, the jugular bulb, and the upper part of 
the internal jugular vein. Immediately after this 
condition had been dealt with, the signs of a right- 
sided cerebellar abscess again asserted themselves. 
At this period also, symptoms of gangrene of the 
lung supervened. The third operation consisted 
in incision of the dura covering the right lateral 
lobe of the cerebellum and evacuation of a stinking 
abscess. From this point onward the patient 
made a slow recovery. Orro M. Rorr. 


Tomlin, W. S.: Surgical Mastoiditis. /ndianapolis 
M.J., 1915, xviii, 523. 

The author defines surgical mastoiditis as that 
which by the nature of the infection or of the struc- 
tures involved tends to destroy the hearing, or by 
chronicity, pain, and other disturbing influences 
on the activities measurably incapacitates the sub- 
ject, or through complications, extracranial or in- 
tracranial, imperil life itself. 

The following conditions the author considers 
sufficient to place the case in the surgical group as 
demanding operative interference: 

1. An essential anatomic stricture of the external 
canal. 

2. Obstructed or retarded drainage. 

3. A very small opening in the drum, especially 
high up, and exuberant granulations or polypi. 

4. An acute exacerbation in a chronic mastoiditis 
or a recurrent attack. 

5. Sagging of the posterosuperior section of the 
external canal in a subacute case. 

6. Marginal perforation of the drum and Prussak’s 
space. 

7. Spontaneous nystagmus with which there are 
associated dizziness, nausea, and difficulties of 
orientation, especially in the subacute and chronic 
types and in recurrent ones after childhood. 

8. The periosteal and Bezold abscesses. 

g. Continued high fever or in adults a marked 
intermittent type. 

10. Very marked tenderness over the antrum. 

it. Any meningeal symptoms. 

12. Facial nerve involvement. 

To prevent any case of mastoiditis from pro- 
gressing into a surgical one, the author advises (1) 
the correction of nose and throat conditions which 
interfere with eustachian functions; (2) removal of 
polypi, granulomata, and exostoses which obstruct 
drainage; (3) removal of a diseased malleus or incus 
through the external canal under local anesthesia. 

In conclusion the statement is made that while 
all cases of mastoiditis are potentially surgical, as a 
rule only those that are improperly managed proceed 
that far. Orro M. Rort. 
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Day, E. W.: Report of Spontaneous Cure of Six 
Cases of Unrecognized Sinus Thrombosis 
Accidentally Discovered During Operation. 
Laryngoscope, 1915, XXV, 757- 


In a series of 45 cases of thrombosis of the lateral 
sinus, the author found 9 in which the classical 
symptoms were lacking, and he believes that there 
are a far greater number of such cases than is gen- 
erally supposed. 

Four steps are necessary for the production of a 
typical sinus thrombosis: 

1. The original ear infection. 

2. The extension of this infection to the inner 
wall of the sinus and clot formation. 

3. The breaking down of the clot. 

4. A free discharge of the broken down material 
into the general circulation. 

The absence of the fourth step changes the 
symptomatology. 

The author classifies sinus thrombosis into three 
general groups as follows: 

1. Those in which the septic material is drained 
directly into the vein, or aspirated into the opposite 
sinus. 

2. Those in which the distal ends of the clot 
remain firm and become organized, the center break- 
ing down and draining through a rupture of the sinus 
wall. 

3. Those in which the entire clot becomes or- 
ganized and sterile with obliteration of the sinus. 

The six cases reported belong to the last group, 
and suggest to the author the following points: 

1. That nature effectually cures more cases than 
is generally supposed — in this series 6 out of 45. 

2. That when it does occur, the infection is 
probably attenuated or of low virulence, creating 
slight constitutional disturbances. 

3. That the presence of pyemic symptoms in- 
dicates an active virulent organism with great re- 
sistance to Nature’s curative action, producing 
symptoms that are seldom overlooked and always 
demand operative interference. 

4. In milder cases the diagnosis is rarely made, 
and, when discovered, Nature has already made the 
cure. Orto M. Rott. 
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Downey, J. W., Jr.: Corrective Otoplasty. Arn. 
Surg., Phila., 1915, lxii, 488. 

The author believes that corrective otoplasty may 
be of economic value to an individual handicapped 
by an unprepossessing appearance. He reports 
two cases operated on for faulty position and mal- 
formation of the auricles. 

The first case was a man, 27 years of age, in whom 
the auricles were attached to the head at an angle 
of 65°, due to an abnormally large curve in the 
conchal cartilage. The object in this case was the 
correction of position only, and following operation 
the ears formed a normal angle of 30° with the head. 

The second case was a lad of 9 years in whom the 
auricles were in faulty position and were malformed. 
The ears were attached to the head at an angle of 
90°. The right ear was crumpled and drooping and 
lacked an antihelix. The antihelix of the left ear 
was too prominent. Each ear demanded a specially 
planned operation. The cartilage was removed at 
certain points, bent into shape at others, and the 
result was very satisfactory. 

The author believes that each case is a law unto 
itself and that no set rules can be formulated. He 
has modified the heart-shaped area of skin denuda- 
tion described by Kolle in his textbook of cosmetic 
surgery, so that the larger portion of the denudation 
is on the scalp instead of the ear. This is done to 
elevate the auricle and to leave a more natural post- 
auricular sulcus. He believes the incision in and the 
reshaping of the cartilage to be the most important 
step in the operation. The cartilage must be re- 
moved without interfering with the normal convolu- 
tions and without perforating the anterior skin 
surface of the ear. The Freer submucous knife is 
most useful for the cartilage incisions. The cartilage 
should be incised, bent, or partially removed, with 
as little trauma as possible; it should be sutured with 
No. oo: catgut and this suture passed through the 
periosteum to act as an anchor suture in holding the 
auricle in its new position. 

A bandage should be applied to give firm support 
without pressure; this should be worn constantly 
until the wound is healed and the skin sutures 
removed; after that at night for at least six weeks. 
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NOSE 


Winslow, J. R.: Obstruction of the Posterior Nasal 
Orifices (Choanee). Maryland M. J., 1915, \viii, 
205- 

Two types are found, the congenital and the 
acquired, the former resulting from developmental 
anomalies occurring in utero, and is characterized by 
the formation of a partition of bone, of membrane, or 
of both structures combined, the latter resulting 
from inflammation or disease. 

Symptoms of congenital occlusion are discussed 
under two groups: those manifested in the newborn 
child and those first observed at later periods of life. 
In the newborn there is a constantly recurring cycle, 
consisting in embarrassed breathing with cyanosis 
and threatened asphyxia, relieved by crying, suc- 
ceeded by a brief period of quietude. In older 
children there are noted only the customary symp- 
toms of mouth-breathing and nasal obstruction. 

In infants the diagnosis is suggested if attack is 
relieved by holding the infant’s mouth open and 
pulling its tongue forward. Examination with a 
probe through nasal passages establishes the nature 
of the obstruction. 

In older children the diagnosis is based upon a 
history of nasal obstruction and difficulty in nursing 
in childhood; the characteristic albuminoid secre- 
tion; probing; douching; digital exploration; and 
anterior and posterior rhinoscopy. 

While treatment is surgical, in infants the adop- 
tion of the expectant plan is advised. The child is 
watched every moment and the threatening as- 
phyxia overcome by depressing the lower jaw and 
pulling the tongue forward, until the habit of mouth- 
breathing is established, which is usually in ten days. 

The period of election for operation is about the 
tenth year, or when manipulations can be success- 
fully carried out. For membranous obstructions 
the knife, biting forceps, and cautery are used. 
For bony plates a chisel and bone forceps are used 
by some, the trephine by others. Light tamponade 
is used until healing occurs. Orto M. Rott. 


Freer, O. T.: The Frontal Sinus: Opening It 
Through the Nose for Chronic Suppuration. 
Laryngoscope, 1915, xxv, 803. 

The author describes his technique which con- 
sists in first exposing the bulla ethmoidalis fully to 
view by severing the anterior attachment of the 
middle turbinate, or with resection of its anterior 
half when necessary. If necessary the uncinate 
process is next cut away. ‘The bulla is entered from 
its lowest part with a ring curette whose edge is 
directed obliquely upward, outward and forward and 
is made to sweep away the anterior ethmoid cells 


from the bulla forward and upward to the ascending 
process of the superior maxillary bone-and, if pos- 
sible, through the sinus floor up into the sinus be- 
hind the crista nasalis interna. If the sinus floor 
proves too hard to penetrate with the ethmoid cu- 
rette, an especially devised probe curette is passed 
through the sinus ostium, after the way through it 
has been found by an ordinary probe, and this probe 
curette is made to cut its way out of the sinus 
through the ethmoid cells under the orbital process 
of the frontal bone, thus enlarging the ostium enough 
posteriorly for the introduction of a larger curette 
of the same form into the sinus to clear away all of 
the cell remnants under the orbital plate. If 
necessary the ostium is also enlarged forward by 
cutting away the crista nasalis interna with a 
straight burr driven by the dental engine. The 
preference, however, is given to posterior enlarge- 
ment alone because of the tendency to cicatricial 
closure of an opening into the sinus made in the 
forward direction. Where there is reason to expect 
such closure, one of the author’s self-retaining in- 
tranasal rubber frontal sinus drain tubes should be 
placed in the sinus. Where with the sinus open for 
drainage, marked suppuration continues after the 
intranasal operation, the external operation must 
be resorted to. Where great swelling of the lids, 
exophthalmos, or cerebral symptoms indicate the 
existence of caries of the sinus wall and progress of 
the disease beyond it in the form of Killian’s sinusitis 
frontalis exulcerans, the intranasal operation should 
not be done. Orro M. Rort. 


Coffin, L. A.: Non-operative Treatment of the 
Accessory Sinuses. Laryngoscope, 1915, xxv, 832. 
The author’s method is to use a suction apparatus 
for drawing secretion from the cavities, using in 
special instances a cannula connected with the suc- 
tion apparatus. Following this, air is made to enter 
the vacuumized cavities under considerable pressure, 
medicated by a nebula of oil variously laden with 
remedial agents, as Bulgarian bacilli or an iodine 
preparation. 

This procedure is accomplished by means of the 
author’s specially devised instrument which con- 
sists of two bottles mounted on the lower side of a 
tube one-half inch in diameter. The bottles are 
mounted close together at one end of the tube, the 
other end of which terminates in an olive-pointed 
tip about three and one-half inches from the 
bottles. Between the bottles is a switch-key by 
means of which the inside of either bottle may be 
connected with the lumen of the connecting tube, 
the inside of the other bottle being at the same time 
disconnected from the same. Between the bottles 
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also is a small tube extending through the key sleeve 
for the attachment of rubber tubing which connects 
the apparatus with an exhaust pump. When the 
key is so turned as to connect the second bottle 
with the connecting tube one is able to create a 
vacuum in this bottle by working the exhaust pump. 
This bottle is five inches in length and one inch in 
diameter and is the vacuum bottle of the ap- 
paratus. This bottle connects with the nose by 
means of the olive-point and when the nasopharynx 
is closed off from the oropharynx the nasal chamber 
and any cavities connecting with it are partially 
vacuumized when such a condition exists in the 
bottle. 

The first bottle is a nebulizing outfit; it is three 
inches in length and one inch in diameter and may 
be connected at the proximal end of the connecting 
tube by means of an ordinary shut-off with a pres- 
sure pump or tank. It is the medicine-bottle. 
When the shut off is open a nebula is formed in the 
bottle and if the key be so turned as to connect this 
bottle with the lumen of the connecting tube, the 
nebula is thrown into the nose through a small 
tube inside the connecting tube. If the key is not 
so turned, the nebula is thrown from a safety vent 
between the bottles. By working both the suction 
and pressure currents at the same time one may pro- 
duce in the nose either a suction or compression 
effect at once and may alternate from one to the 
other immediately by turning the switch valve 
between the bottles. Orro M. Rorr, 


Wilson, J. G.: Etiology of Pansinusitis. 
scope, 1915, XXV, 823. 

The author refers to the great importance of the 
defective or destroyed ciliated cells and lymphatic 
system in favoring the occurrence and persistence of 
pansinusitis. The points in brief are as follows: 

1. The cilia can no longer remove the effusion 
which accumulates and this accumulation is in- 
creased by the action of gravity in such a cavity as 
the maxillary. This mucous accumulation with its 
epithelial débris acts as a mechanical irritant to keep 
up the sinus engorgement. 

2. The nasal lymphatic engorgement present in 
all inflammations may be such that the disturb- 
ances in lymphatic circulation in the congested sinus 
produces a lymph stasis and the initial step in a 
lymphatic infection, or the presence of the accumu- 
lated fluid, and the persistent congestion may at a 
later stage produce the lymph stasis and infection. 

3. The lymphatic disturbance is followed by 
bacterial invasion, either by direct extension along 
the lymphatics or by the infection of the exudation 
from the lymphatics, and the sinusitis. 

4. In some cases there may be a mechanical 
interference with the cilia by the bacteria, when 
there would be the possibility of superficial invasion 
by micro-organisms. 

Other factors mentioned are: 

1. Narrowing or obstruction of the ostia or of the 
nasal cavity from mechanical causes. 
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2. Disease in the adjacent part of the nasal cavity 
which has resulted in destruction of the cilia. 

3. Scar tissue, tissue devoid of cilia, either from 
disease or from nasal operation. Orro M. Rorr. 
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Barnes, H. A.: The Radical Treatment of Peri- 
tonsillar Abscess by Tonsillectomy During 
the Acute Stage of the Disease. Boston M. 
& S. J., 1915, clxxiii, 994. 


The theoretical dangers of the operation discussed 
are: (1) that a general anesthesia is not safe on ac- 
count of the possibility of subsequent pulmonary in- 
fection from inspired pus; (2) that it is always 
dangerous to operate on an acute inflammation of 
the tonsil, at least to do so extensive an operation as 
a tonsillectomy, because of the fresh field opened up 
for infection. As to the first objection, the author 
dismisses it with the statement that the operation 
is only indicated in the small deep-seated abscesses 
and in these a gauze sponge readily takes up the pus 
as it is evacuated. In the very large peritonsillar 
abscesses, in which this danger is granted, this opera- 
tion is not indicated because simple incision easily 
evacuates the pus. As to the danger of general in- 
fection, the author states that the simple incision 
going through healthy tissue opens up fresh fields 
more than his technique does. ‘The sinus walls are 
protected by marked inflammatory infiltration. 

The author does not advise this operation be- 
fore the third day. 

As to the technique, the first incision is made 
through the plica, the retractor is inserted by an 
assistant under its free edge and the plica and ante- 
rior pillar is gently pulled outward and forward. 
The tenaculum pulling the tonsil inward reveals 
the line of demarcation between the capsule and the 
sinus wall. By means of a sharp knife this line is 
deepened until pus exudes, when a gauze sponge 
absorbs all secretion. By releasing the pillar the 
cavity is closed off at will, thus regulating the flow 
of pus. After the pus has been evacuated the dis- 
section is completed. 

The author has operated on ten cases of peri- 
tonsillar abscess by this method, with very satis- 
factory results. The reaction is not marked and 
the patient experiences immediate relief. 

Orro M. Rorrt. 


Willis, B. C.: The Importance of the Faucial 
Tonsil as a Portal of Entry in Tuberculosis 
Cervical Adenitis. South. M.J.. 1915, viii, 1069. 


The author reviews the literature and reports 
25 cases of tuberculous cervical adenitis, of which 
86 per cent showed tuberculous involvement of the 
tonsil. 

His conclusions are: 

1. Tonsils that appear normal may have micro- 
scopic tubercles. 

2. The tonsils and adenoids should be suspected 
as the atria in all cases of tuberculous cervical adeni- 
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tis, except in those cases that have other demon- 
strable lesions about the head and neck. 

3. Early removal of tuberculous tonsils frequently 
induces absorption of glandular involvement, and 
prevents or reduces the frequency of further sys- 
temic infection. 

4. Tonsillectomy is the operation of necessity. 

5. Necrotic glands should be drained. 

6. The best after-treatment should be carried 
out. Otro M. Rorrt. 


Hurd, L. M.: Report of a Case of an Excessive 
Bleeder. Laryngoscope, 1915, xxv, 856. 

In this case, which is reported in detail together 
with a laboratory report of blood examination, there 
was bleeding for over a week following tonsillectomy 
in spite of the fact that the coagulation time was 
normal and that four bleeding points in each fossa 
were ligated. The author attributes the bleeding 
to the fact that the intima of the vessels and the cut 
surfaces would not allow the clotted blood to adhere. 

Orro M. Rorr. 


Lynch, R. C.: Technique of Suspension Laryngos- 
copy. Laryngoscope, 1915, xxv, 840. 

The author’s modifications of the instrument 
consist in (1) a new tooth plate which opens a full 
inch and a half in the vertical and adjustment of 
nearly an inch in the horizontal plane; (2) a table 
top permitting the placing of the crane at any dis- 
tance on the horizontal projecting platform that will 
admit of at least ten inches more movement if 
necessary; (3) the construction Of the instrument 
should be of steel that is very hard but not brittle; 
(4) a new gag which will open a little over two inches; 
(5) a ring which is pear-shaped; (6) black tongue 
spatulas to prevent light reflection; (7) the addition 
of one more hook to the handle of the spatula; (8) 
the addition of two light attachments; (9) a long 
light carrier. 

The steps in the technique are illustrated: 

1. The assistant holds the patient’s head slightly 
extended with the chin in the middle line. 

2. The instrument is closed, the tooth plates 
adjusted, the hook in an acute angle so as to be out of 
the way of the arm of the assistant; the mouth is 
opened, and the tip of the tongue spatula follows 
along the post-pharyngeal wall until the tooth 
plates are fixed behind the teeth of the open jaw, 
care being taken to keep the instrument in the 
middle line. 

3. The mouth gag is opened wide which assures 
the tongue being held in the middle line and the 
tip of spatula is driven down under the epiglottis by 
turning the screw on the pear-shaped ring; the 
traveling crane is brought into position and the 
spatula hooked into place. 

4. By turning the worm gear joint on the handle, 
extension is produced on the spatula, which gives a 
view of the hypopharynx and the posterior half of the 
larynx. 

5. By moving the crane horizontally, the exten- 
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sion is increased and the interior of the larynx is 
gradually brought into view. 

6. The view is bettered by raising the crane 
vertically. Orro M. Rortr. 


Lauda, G. M.: Consideration of the Intervention 
of Intralaryngeal Polypi (Consideraciones sobre 
la intervencion de los polipos intralaringeos). 
Rev. de med. y ciruj. de la Habana, 1916, xxi, 18. 

The presence of intralaryngeal polypi is a rare 
occurrence. The author agrees with Bosworth that 
there is no more difficult method of extirpating 
these tumors than by the endolaryngeal route. 

The case described was that of a man, 31 years old, 
suffering from a severe hoarseness, bordering on 
complete aphonia. His personal history was nega- 
tive; there was no tuberculosis or cancer in the 
family. After using cocaine locally, a laryngoscopic 
examination revealed a peculiar looking tumor on 
the right vocal cord in the anterior third, reaching 
partly to the left cord; the tumor was as large as a 
hazelnut, of a whitish color, with an irregular sur- 
face like that of a cerebral convolution, and of a soft 
consistency; the probe feeling was one of lateraliza- 
tion, for no pedicle could be discovered at its base. 
The inferior vocal cords were found to be reddened 
by the pressure. The preliminary diagnosis made 
was that of a papilloma, a benign tumor. 

The extirpation was performed with Mackenzie 
laryngeal forceps. To avoid the darkening of the 
space during the intervention, and to prevent its 
obstruction, the author covered the space with soap 
softened in an alcohol flame, and rubbed the parts 
with a piece of tissue paper. ‘To anesthetize the 
parts, stovaine was used instead of cocaine, as it is 
less toxic. He anesthetized the fauces first with 
a 2 per cent solution, then the base of the tongue, 
the glosso-epiglottic fauces, the epiglottis, etc., 
with a 5 per cent solution. Later he anesthetized 
the laryngeal vestibule and at the penetration of the 
first drops a nauseating spasm was produced, with 
cough; repeating the injection after two minutes, 
the reflexes were abolished. Finally he employed 
a 1o per cent solution in the glottis. With the larynx 
well illuminated, and with the laryngeal mirror in 
the left hand, he introduced the forceps into the 
fauces, and before entering the laryngeal cavity, the 
patient was asked to pronounce the letter A (for 
Spaniards the letter E), in this way the epiglottis 
rises as high as possible, and the laryngeal cavity is 
better exposed; he then placed the forceps all 
around the tumor, and made sure he had it in its 
blades. The hemorrhage was very slight and in- 
significant, requiring no intervention. The pa- 
tient’s voice was found to be normal. There was 
a slight congestion of the cords and aphonia which 
lasted three days. On the fourth day the larynx 
was examined again, and a slight overgrowth was 
found on the anterior extremity of the cords. Four 
days later, the rest of the tumor was extirpated. 
Any remains should be cauterized with chromic 
acid or trichloracetic acid, but Lauda does not ad- 
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vise the use of the galvanocautery. On the six- 
teenth day the patient was discharged, cured. 
The examination of the tissue showed it to have the 
constitution of a papilloma, with portions degener- 
ated by an infectious process. Raour L. Vioran. 


Stewart, G. D.: The Conservative Treatment of 
Intrinsic Cancer of the Larynx by Thyreocricot- 
omy (Total Laryngofissure) or Thyrotomy 
(Partial Laryngofissure). Ann. Surg., Phila., 
1915, Ixii, 650. 

The treatment of malignant growths in regions 
where the lymphatics are abundant and the lym- 
phatic drainage territories ill-defined has recently 
shown two distinct tendencies: towards a disabling 
radicalism, or a merely palliative conservatism. 
This applies to cancer of the larynx as well as to 
other fields and one or the other method is followed, 
depending on whether the growth is intrinsic or 
extrinsic. In extrinsic cancer, rapid spreading of 
disease is to be apprehended as well as early me- 
tastasis and a total laryngectomy is the only method 
applicable to this class. ‘This is a severe, crippling 
operation that destroys the voice, but, while there 
are many recurrences, the end-results are better 
than those obtained in cancer of the tongue. This 
is largely due to the fact that an early diagnosis is 
made possible by symptoms relating to the voice or 
swallowing, and because these cases are often 
watched by skilled specialists. 

The certainty of a cure of intrinsic cancer by 
comparatively simple surgical measures is greater 
than that in almost any other situation. Owing 
to the lymphatic supply which is scanty and the 
restraining influence of the cartilaginous walls, 
intrinsic cancers remain for a long time confined 
to the inner surface of this organ, and they are as a 
rule slow growing neoplasms with less tendency to 
metastasis and, when this does occur, it is in certain 
definite lines that are well known and can be traced 
and eradicated. Of course it is essential to make an 
early diagnosis by a skillful use of intralaryngeal 
methods including a resection of parts of the tumor 
for microscopical diagnosis. In over one-half of 
the intrinsic cancers, the growth is situated in the 
center of one vocal cord where it can be easily 
diagnosed and removed, but there is more difficulty 
in both when it is below and more or less hidden. 

Stewart usually performs the operation with the 
patient under chloroform anesthesia, the trache- 
otomy being performed either at the time or some 
days in advance. It may, however, be done under 
local anesthesia. ‘There are distinct advantages in 
doing a preliminary tracheotomy, giving the 
mucous membrane time to readjust itself to the new 
way of receiving air, and there being in consequence 
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less coughing or subsequent difficulty in swallowing. 
One incision usually suffices for both steps of the 
operation unless the tracheotomy is very low. 

After the tracheotomy, the thyroid cartilage is 
split in the median line, care being taken not to 
disturb the attachments of the vocal cords. Heavy 
bone-cutting shears are usually necessary on ac- 
count of the frequency with which ossified cartilage 
is encountered in people of the age when laryngeal 
cancers are most prevalent. If sufficient exposure 
cannot be obtained by this method alone, the cri- 
cord is also divided in the median line. It is also 
wise to avoid wounding the epiglottis in the upward 
splitting, although it is now well known that swal- 
lowing is not materially interfered with either by 
the wounding or removal of this organ. 

After the thyroid is split, the larynx is swabbed 
with a 4 per cent cocaine and adrenalin solution 
to lessen its sensibility to shock and pain and’ to 
minimize coughing. A tampon is inserted down to 
the cannula to block the trachea from secretion and 
blood, and the pharynx and oesophagus are also 
tamponed to prevent infection from above as far as 
possible. ‘The tumor should then be outlined with 
a sharp knife one millimeter beyond its borders and 
removed to the cartilage with curved scissors and a 
sharp periosteal elevator. Control of haemorrhage 
is obtained by tying or crushing the vessels. ‘The 
larynx is not packed and the external wound is 
closed by a few sutures through the perichondrium 
and soft tissues. Both during the operation and 
until the patient returns to consciousness, the 
head is kept low; after that the patient should be in 
a semirecumbent position. The tracheal tube can 
usually be removed in from twenty-four to forty- 
eight hours and the patient is often out of bed on the 
Feeding is rather difficult at 
first and a nasal tube may be necessary. 

Laryngofissure is applicable to over one-third of 
all cases of laryngeal cancer. It is exclusively 
adapted to endolaryngeal cancer in its incipient 
stages. A circumscribed movable tumor near the 
center of one vocal cord represents the most favor- 
able case for laryngofissure. ‘The operation is some- 
times extended to cancer still movable but which 
has attacked the anterior commissure, the vestibule, 
or the subglottic space. Laryngofissure is ab- 
solutely contra-indicated in all cases in which the 
arytenoid cartilage and the interarytenoid fold are 
involved, also in other extrinsic cancers. It is not 
performed often enough and is sometimes attempted 
toolate. Its extent should be absolutely determined 
beforehand, otherwise one should be prepared for 
a semi- or complete laryngectomy. The mortality 
is small—o.2 per cent. Speech is always possible, 
often satisfactory. G. M. Coates. 
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